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Multicultural Counseling in the 21st Century 
The United States is rapidly becoming a demographically 
diverse nation. According to 1990 census data, it is 
estimated that within the next ten years one in every three 
Americans will be an ethnic minority (Sue, 1991). Within 
the next 20 years the term "ethnic minority" will become 
obsolete as Whites become the numeric minority constituting 
approximately 48% of the population by the year 2010. The 
United States is quickly growing away from a Eurocentric 
monocultural society towards one that is multiethnic, 
multilingual and multiracial, in other words multicultural. 
Furthermore, these data do not reflect the proliferation of 
other special interest groups such as gays, lesbians, White 
ethnic immigrants, and feminists that also comprise a large 
portion of both White and minority populations and will 
undoubtedly alter the description of the average American. 
The reality of this demographic shift in the United States 
makes it imperative for practicing psychotherapists to take 
steps towards diversifying the field (Comas-Diaz, 1992; Sue, 
Arredondo & McDavis, 1992). 
over the past two decades many writers and researchers 
have urged those in the field of psychology to prepare 
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future as well as practicing psychotherapists to adequately 
serve the clinical needs of a culturally heterogeneous 
population (Sue, 1990; Pedersen, 1988; sue & Zane, 1988). 
Comas Diaz (1992, p.88) states that "this demographic 
avalanche will change the manner in which psychotherapy is 
conceptualized, practiced and researched." Others feel that 
psychotherapists may already be taking many ethical and 
professional risks in remaining culturally uninformed and 
untrained in providing competent services to an already 
diverse population (Sue, Arredondo & McDavis, 1992; Speight 
et al., 1991; Sue, 1990; Pedersen, 1988; Sue & Zane, 1987). 
Existing research has shown that cultural and language 
barriers between the client and therapist are the most cited 
problems for the underutilization and premature termination 
of mental health services by ethnic minorities (Sue, 1977; 
Sue & Sue, 1977; Sue, 1981). The assumption held by many 
practitioners that they can continue to serve a homogeneous 
clientele is unrealistic given current population trends. 
It is quite likely that counselors and psychotherapists who 
continue to ignore the importance of cultural issues will 
find a shortage in the number of potential clients in the 
near future. 
LaFromboise and Foster (1989) argue that the lack of 
multicultural sensitivity training in the field is an 
ethical violation, and has become a critical issue in 
training and practice. The American Psychological 
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Association's (APA) ethical principles dictate that when a 
psychologist provides clinical services to a client whose 
culture is different from his or her own background, the 
therapist is required to have a thorough understanding of 
how differences in culture affect the therapeutic process. 
These guidelines maintain that "psychologists obtain the 
training, experience, consultation and supervision necessary 
to ensure the competence of their services, or that they 
make appropriate referrals" when working with members from 
diverse groups (APA, 1991, 1.08). In addition, within the 
counseling psychology field, the Association for 
Multicultural Counseling and Development and the 
Professional Standards committee have recently outlined 
multicultural standards and competencies to be adopted by 
the American Association for Counseling and Development 
(AACD) in their accreditation criteria and eventually in the 
standards for graduate training (Sue, Arredondo & McDavis, 
1992). 
Many experts in the field of multicultural psychology 
maintain that ~ trainees should be prepared to serve a 
wide range of clientele (Pedersen, 1988 ;Sue and Zane, 
1987). One step toward achieving this goal is to recruit 
and train more ethnic minority students to treat the rising 
ethnic minority population (Moses, 1990). However, this 
solution is unrealistic given the small number of minorities 
currently in the field. In addition, this proposal fails to 
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assist the majority of practicing psychologists who are 
White. Assuming that exchanging a non-ethnic minority 
psychologist for one who is an ethnic minority does little 
more than match clients and therapists on only one cultural 
variable such as race or ethnicity. This solution is too 
simplistic and may place the therapist in danger of 
disregarding the influence of other cultural variables such 
as economic status, religion or acculturation level that may 
have a more salient impact on a client's cultural identity 
than race or ethnicity. The aggressive recruitment of 
ethnic minorities in the field of psychology is a critical, 
but only a beginning step in diversifying counseling and 
psychotherapy to meet the needs of a growing culturally 
diverse population. 
A more resourceful and challenging solution is to begin 
to train All students in to be multiculturally sensitive in 
service delivery. To achieve this goal, many psychology 
graduate programs have begun to require a multicultural 
course for students. Although specific guidelines and 
competencies associated with effective multicultural 
counseling have been developed (e.g., Pedersen and Marsella 
1982; Sue, Arredondo & McDavis, 1992), there is no consensus 
regarding how to teach multiculturalism. There is also 
confusion regarding the definition of terms, such as 
culture, which are related to multicultural counseling and 
psychotherapy (D'Andrea, Daniels & Heck, 1991). 
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Finally, multicultural training programs, like most 
psychotherapy training, lack empirical research to support 
instructional models (D'Andrea, Daniels & Heck, 1991; 
Falicov, 1988). Many researchers and psychotherapists are 
often overwhelmed by the complexity of culture, or feel it 
is not relevant. Consequently, cultural variables are often 
omitted from analyses of research data and clinical cases. 
A disturbing observation is that when culture has been 
addressed, it has been evaluated in such a simplistic manner 
that it does not accurately reflect the construct of culture 
(Pedersen & Ivey, 1993). 
The purpose of the present study is to evaluate an 
academic multicultural psychotherapy training program 
conducted with advanced undergraduates at a major 
university. Before the proposed study is introduced, 
several important but often confusing terms will be defined. 
Next, a three stage training model of culture-centered 
therapy developed by Pedersen (Pedersen, 1981; Pedersen & 
Ivey, 1993) will be presented. In addition, two conceptual 
approaches to multicultural knowledge training, the generic 
(Pedersen, 1991) and culture specific (Sue, 1990) models, 
will be presented within this framework. This will be 
followed by a review of the existing psychotherapy training 
outcome literature relevant to evaluating the components of 
multicultural competence training. It should be noted that 
this study attempts to integrate diverse conceptual and 
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methodological ideas from the growing field of psychotherapy 
and counseling training research. Consequently, the present 
review draws upon literature in the areas of multicultural 
sensitivity training, general counselor training, 
microskills training, and training in family therapy. A 
brief overview of the multicultural training course which 
was developed and implemented in the present study, will be 
presented followed by the specific research questions in 
this study. 
Definition of Terms 
Pedersen and Ivey (1993) define culture as a shared 
perspective resulting from accumulated learning which 
depends on interactions with others to define itself, which 
can change to accommodate experiences, provides a basis for 
predicting future behavior, and becomes the central control 
point for any and all decisions. This cultural perspective 
not only involves race and ethnicity, but also other 
sociocultural variables such as immigration status, level of 
acculturation, education, regional background, minority-
majority status, religion, and economic status (Bruenlin, 
Schwartz & Kune-Karrer, 1992). A more extensive definition, 
would also include other factors such as gender, age, sexual 
preference, physical challenges, and social norms. From 
this perspective, culture does not only apply to racial and 
ethnic minorities; instead all people are viewed as a 
product of and influenced by a culture that is 
multidimensional and ever changing. Thus, the term 
multiculturalism or multicultural (MC) refers to the 
interaction and identification of the many cultures and 
cultural variables in our society, all of which can become 
more or less salient in treatment of clients. 
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In the past, the terms culture, ethnicity and race have 
been used interchangeably. In this study, ethnicity and 
race are viewed as variables of culture that help to shape 
behavior. More specifically, ethnicity is defined as a 
shared sense of the same sociocultural heritage (that can 
include similarities of language, religion, history, 
nationality or racial characteristics) that are transmitted 
from one generation to the other (Pedersen, 1988: Sue 1991). 
An ethnic group is comprised of people that are considered 
alike in terms of several common cultural variables. 
Race is defined in terms of genetic or physical 
characteristics such as skin color, hair type or facial 
features. From these basic characteristics, three "races" 
have been generally established: Caucasoid, Mongoloid, and 
Negroid (Betancourt & Lopez, 1993). However, these groups 
are not mutually exclusive: many individuals are a blend of 
these general categories. 
An Approach to Multicultural Training 
Recently, several MC counseling training models have 
been developed (for a review see McRae & Johnson, 1991). 
While the field currently lacks consensus as to the most 
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effective method of multicultural training, three training 
components are consistently emphasized in the development of 
multicultural sensitivity and competence. These components 
are: a) an awareness of attitudes towards ethnic minorities 
and of one's own cultural assumptions, b) knowledge about 
diverse populations, and c) skills to apply in work with 
diverse populations. This project draws upon Pedersen's 
culture-centered training model (1981, 1988, 1993) which 
emphasizes three developmental sequences of awareness, 
knowledge and skills toward building multicultural 
competency (Pedersen and Ivey, 1993). 
Awareness 
The first step of training is to establish an awareness 
of the assumptions, attitudes and values that can shape our 
behavior as well as the behaviors of others. Multicultural 
awareness involves an exploration into one's own cultural 
heritage and the expression of culture in everyday life. By 
making culture a salient aspect in their lives, trainees 
gain an awareness of their own uniqueness, even in 
comparison to others that appear very similar to themselves. 
once this self-awareness has begun, students will 
examine culturally learned assumptions, beliefs and opinions 
that they have internalized. An informed examination of 
these internalized attitudes and opinions will raise 
trainees' consciousness about stereotypes or racist views, 
and offer insight about how to deal with these blind spots 
as practitioners and in everyday life (Prell & Bernard, 
1993). Through this process, trainees become more 
sensitized to cultural issues of a particular client, and 
are more able to recognize cultural barriers that hinder 
treatment. Finally, a multicultural therapist must also 
become aware of the sanctioned social and political 
realities that constrict certain groups based on race, 
economic status, religion, gender and other cultural 
variables. For many therapists these fonns of 
institutionalized discrimination are not easily identified 
or understood. 
Awareness is an important first step towards building 
MC competence. At the same time, an overemphasis of 
awareness training without MC knowledge and skills training 
can negatively affect trainees who may become painfully 
hypersensitive to their inadequacies (Pedersen & Ivey, 
1993). Through exploring their own biases and assumptions, 
the therapist trainees may begin to feel self-deprecating 
and guilty given their limited experiences with other 
culture groups. Therefore, increasing MC awareness in 
conjunction with MC knowledge and skills training can aid 
trainees in becoming more confident and ethically sound 
multicultural therapists. 
xnowledge 
The second step in MC training is to expand trainees' 
knowledge about traditional customs, values, rituals, and 
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backgrounds of other cultures as well as their own. This 
knowledge will help clarify information obtained in the 
therapeutic situation. In addition, trainees can compare 
their MC awareness and attitudes against factual and 
historical information (Pedersen, 1988; Pedersen and Ivey, 
1993). Multicultural knowledge is learned through reading, 
classroom exercises, discussions, lectures, and visiting 
cultural environments. 
The pedagogy of MC training is articulated by two 
distinct yet complementary perspectives in the field. These 
models are the generic approach to multicultural counseling 
proposed by Pedersen (for a review see Pedersen, 1991) and 
the culture-specific framework developed by Sue (see Sue 
1990, for a review). A brief outline of these perspectives 
is provided below. 
Generic Training Approach. According to Pedersen's 
generic approach to counseling (1991), multiculturalism is 
viewed as a universal phenomenon which is relevant to all 
counseling situations, rather than being important for only 
circumscribed groups such as ethnic minority populations. 
Using this perspective, one learns to view all clients as 
part of an overriding generic culture that is influenced by 
a combination of demographic variables, status variables, 
ethnographic variables and group affiliations. 
According to Pedersen, many of the same cultural 
variables can be recognized in all people, and these general 
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characteristics unite large groups of people. Culture-
specific variables are best understood in relation to 
elements shared with other social systems that differentiate 
people both within and between the larger racial and ethnic 
groups to which they belong. It is important to remember 
that individuals cannot be solely defined by one particular 
subculture such as race, ethnicity, social class or gender, 
but instead these larger groups are recognized as one of the 
many variables in the individual's larger cultural identity. 
Culture Specific Model. Proponents of a culture 
specific training model argue that a generic model does not 
meet the specific needs of the members of particular diverse 
populations, and cite the underutilization and high drop out 
rates in mental health services by ethnic minorities as 
confirming evidence (Sue,1990). Unlike the generic model 
which views cultural distinctions within a universal context 
the culture specific orientation focuses on specific 
behavioral factors such as clients' unique communication 
styles, nonverbal cues as well as information on customs, 
religious beliefs and myths of various subcultures. This 
perspective stresses the importance of recognizing the 
within group similarities and the between group differences 
that exist among racial, ethnic and other cultural groups. 
Through acquiring specific cultural knowledge, 
psychotherapists will be better able to identify and 
interpret behaviors, and be more apt to modify traditional 
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treatments and clinical techniques to better serve their 
clients. This approach can help therapists identify 
culturally sensitive strategies within existing theoretical 
orientations (i.e., psychodynamic, experiential or 
behavioral) that may be applied to a particular culture 
group. In addition, a culture-specific approach can help 
therapists identify indigenous support groups, 
interventions, and skills that exist within a culture and 
have not been traditionally used in past. 
Skills 
The third stage of the training sequence emphasizes the 
development of MC skills which put into practice and 
actualize MC awareness and knowledge in counseling 
situations. In the past, several programs have emphasized 
the training of skills to treat multicultural clients 
without an initial grounding in awareness and knowledge (for 
a review see Pedersen & Ivey, 1993). As a result, trainees 
ran the risk of learning to implement techniques without the 
requisite background and knowledge. 
Pedersen and Ivey (1993) have identified four skill 
areas that are most important to becoming a MC competent 
therapist. First, therapists must articulate presenting 
problems in relation to the client's cultural context to 
achieve a more accurate picture of the client. Second, it 
is important to identify and deal with resistance that may 
be related to cultural differences between the counselor and 
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the client. Third, psychotherapists must become more adept 
in handling culturally ambiguous situations. Often 
counselors feel apprehensive, incompetent, or even attacked 
in clinical situations with diverse clients, which can 
jeopardize the therapeutic relationship. Finally, it is 
important to learn skills and strategies that will help 
therapists recover from therapeutic mistakes with clients 
from unfamiliar backgrounds. 
Counseling and Psychotherapy Training Outcome Research 
There are very few empirical studies of multicultural 
counseling training models. Below is a brief review of the 
relevant empirical research in multicultural training, 
microskills counseling and family therapy which guide the 
proposed project. 
Multicultural Training 
In a series of investigations, D'Andrea, Daniels and 
Heck (1991) evaluated the impact of an academic MC training 
program upon graduate students' levels of multicultural 
counseling awareness, knowledge and skills. The authors 
investigated the impact of their training model across three 
training formats involving: a semester long course, an 1 
abbreviated summer course and an intensive three weekend 
course. The first two MC training courses were compared to 
control courses, which did not receive multicultural 
training. These training groups involved predominantly 
Asian graduate students in the Department of counselor 
Education at a large western university. The third 
investigation was conducted with a predominantly White 
population as part of a graduate course on counseling with 
diverse populations in the Human Development Counseling 
Program at a southeastern university. A control group was 
not available for the third investigation. The goals for 
all three courses were to increase students' awareness and 
acceptance of other cultures, knowledge about ethnic 
minority populations, and perceived acquisition of 
multicultural counseling skills through didactic training. 
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Because of the paucity of evaluation instruments in 
this area, it was necessary for the authors to develop a 
measure, the Multicultural Awareness-Knowledge-and Skills 
survey (MAKSS), that would allow them to examine trainees' 
perceived multicultural counseling awareness, knowledge and 
skills (D'Andrea, Daniels, and Heck, 1991). For all three 
groups, the MAKSS was administered at the beginning and end 
of training in order to evaluate the effects of training on 
perceived MC awareness, knowledge and skills. For the first 
two investigations, no statistical differences were found 
between the MC training groups and the control groups at 
pre-test; they were comparable in the areas of MC awareness, 
knowledge and skills. 
The results of the first study indicated that compared 
to control students, trainees in the semester long MC course 
showed significant increases in their perceived levels of MC 
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awareness, knowledge and skills as a result of training. 
Similarly, participants in the summer graduate course (the 
second study) also showed statistically significant 
increases on all three scales of the MAKSS from pre- to 
post-training as compared to the control group. As 
expected, neither control group for the first two 
investigations showed any significant increases on any of 
the scales as a result of training. Finally, students in 
the weekend course (the third investigation) also perceived 
themselves as significantly more multiculturally aware, 
knowledgeable and skilled as a result of training. 
Although this study provides preliminary evidence for 
the efficacy of MC training programs with graduate students, 
the results are based solely upon one self reported measure 
which was developed by the authors. Also, nonparametric 
tests of significance were used because they allow for fewer 
assumptions about the distribution and nature of the sample 
size, and the homogeneity of variance. 
Pedersen, Holwill, and Shapiro (1978), examined cross-
cultural sensitivity training of graduate students using the 
Triad model (Pedersen, 1977). This model uses a simulated 
interview with a counselor trainee of one culture, a mock 
client of an ethnic minority culture and a third 
"anticounselor" from the client's same ethnic minority 
background. The anticounselor serves as an extended voice 
that points out client and counselor differences, and tries 
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to perpetuate the problem of the client while the counselor 
trainee attempts to establish a working relationship with 
the client. The anticounselor is a resource for the trainee 
within the counseling situation. Rather than relying on 
academic readings or lectures, the goals of this model are 
to increase the trainee's ability to communicate with 
diverse groups and to formulate intervention plans within an 
experiential context (Pedersen, 1977). 
In addition to the normal curriculum, graduate students 
enrolled in a spring semester pre-practicum counseling 
course received Triad model training. Training included 
classroom experiences in all three roles of client, 
counselor and anticounselor, as well as nine hours of 
classroom instruction about the model. Students enrolled in 
a pre-practicum class offered during the previous semester 
served as a control group. These students received training 
in the standard pre-practicum curriculum, but not on the 
Triad model. 
students were evaluated at the beginning and end of the 
course by rating themselves, and an ideal person on an 
adjective checklist with 39 self-descriptive words (Shapiro, 
1970), Trainees also completed a 25 item multiple choice 
questionnaire which tapped counselors' therapeutic responses 
to clients (Shapiro, 1970). In addition, three widely used 
scales measuring trainees' levels of empathic responding, 
respect of client freedom, and affective congruence were 
17 
used (Carkhuff, 1969). 
Comparisons between the Triad training and control 
group at pre-test showed no significant differences on the 
therapeutic response questionnaire and the adjective 
checklist. However, a problem with the design of this study 
was that there were no pre-test scores for the control group 
for the Carkhuff rating scales. Consequently, only within 
group comparison on these measures could be completed for 
the Triad group. Post-test results indicated significant 
group differences for both the therapeutic response 
questionnaire and the adjective checklist. The training 
group significantly improved levels of therapeutic 
responding and reported a significantly more positive self 
image than the control group. Additionally, the Triad 
training group showed significant increases on the Carkhuff 
ratings of empathy, respect and congruence in working with 
the ethnic minority mock clients. 
Wade and Bernstein (1991) randomly assigned eight 
female master's level counseling psychology students (four 
African-American and four White students) to two groups 
balancing for race. One group participated in a culturally 
sensitive training condition involving four hours of 
training on Pedersen's Triad model. The other (control) 
group received no cultural training. Trainees were rated on 
three therapy sessions by female African-American clients 
who were blind to the therapist conditions and were referred 
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to a college counseling center. Forty female African-
American clients were assigned to each group, with each 
counselor treating 10 clients. Two measures were used to 
assess counselor effectiveness, the Revised Barrett-Lennard 
Relationship Inventory (BLRI; Strong, Wambach, Lopez & 
Cooper, 1979) measuring the empathy and unconditional regard 
of the therapist, and the Counselor Effectiveness Scale 
(CEI; Linden, Stone, & Shertzer, 1965) which measured the 
overall satisfaction of the client with the counselor. In 
addition, the Counselor Rating Form (Burak & Lacrosse, 1976) 
was used to assess the clients' perceptions of the 
counselors expertness, trustworthiness and attractiveness. 
Results indicated that both the White and African-
American counselors who recieved MC training were rated 
significantly higher than the control group on empathy, 
unconditional regard, satisfaction, expertness, 
trustworthiness and attractiveness. In addition, clients 
assigned to counselors in the training group returned for 
significantly more sessions than those clients assigned to 
the control group therapists. Finally, there were no 
statistically significant effects for the race of the 
counselors highlighting the impact of the training program 
beyond simple matching of therapists and clients on race. A 
strength of this study is its use of observer rated 
evaluations of counseling ethnic minority clients. However, 
since it only included African-American women clients; its 
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generalizability to other ethnic minority groups is limited. 
Another drawback is that ratings do not directly assess 
trainees' levels of MC awareness, knowledge and skills. 
Finally, in a pilot study, Nwachuku and Ivey (1991) 
examined the impact of a culture-specific training model 
based upon African-Igbo counseling theory. This model 
focuses on education in treating the African-Igbo people of 
Nigeria. Twenty graduate students in counselor education 
participated in a three hour workshop which focused on 
several aspects of the African-Igbo culture (e.g., community 
values, view of individual) and effective counseling 
strategies (e.g., attending skills, influencing skills). 
Trainees were assessed pre- and post-training using the 
Culture Specific Rating Scale designed for this study. This 
measure assessed written responses to four videotaped 
vignettes containing presenting problems common to African-
Igbo people. Trained graduate student raters compared 
responses from trainees with responses from African-Igbo 
expert counselors. Results indicated that while trainees 
were significantly different than the expert group on 
several dimensions in treating African-Igbo clients at pre-
test, there were few significant differences after training. 
More specifically, the training group both significantly 
increased their focus on extended family involvement and 
decreased their focus on the individual values of the 
client, approximating the expert mean. There were no 
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significant changes in the trainees' focus on community 
values or the nuclear family in the presenting problem as a 
result of training. This study is another example of the 
use of observer rated measures of cultural sensitivity 
focusing on a narrowly defined cultural group. 
Microskills Training and Empathic Communication Studies 
A large body of studies have demonstrated the efficacy 
of teaching counseling microskills to novice trainees in 
academic settings. The general findings of this research 
which are relevant to the present study are briefly 
summarized by a meta-analytic study presented below. In 
addition, the results of studies evaluating empathic 
communication among beginning level trainees are briefly 
reviewed. 
Baker and Daniels (1989), conducted a meta-analytic 
review of 81 microskills programs largely based upon the 
work of Ivey (1971). The influence of specific 
methodological and substantive characteristics of studies 
were examined. Using a summary statistic of effect size, 
which provides a standardized difference between treatment 
and comparison groups, the microskills training programs 
were found to be an effective form of educating students as 
represented by a large Effect Size of .83. No significant 
differences in effect sizes were found for the length of the 
training program or complexity of the skills taught. 
However, the average overall effect size of studies 
conducted with simulated clients was higher than those 
investigations conducted with actual clients. 
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Among the methodological characteristics of the studies 
examined, no significant differences were found between 
studies comparing microskills training programs to non-
treatment control or attention control groups. In addition, 
no significant differences were found in the effect sizes of 
studies with training programs of varied lengths (ranging 
from 2 hours to 25 hours) between pre- and post-test 
assessments. However, significant differences were found 
among populations tested in these studies. Undergraduate 
students had a significantly higher effect size than 
trainees who were minors, adult paraprofessionals or even 
graduate students in counseling psychology. Overall, it 
appears that the type of control group or the length of 
training programs are not relevant factors in the efficacy 
of microskills training. However, undergraduates, who are 
the participants of the present study, seem to show the 
greatest change in skill level as a result of training. 
Another important training outcome variable in 
counseling, which is relevant for the present study, is 
empathy. Empathy involves one's ability to understand 
another person's feelings and experiences, as well as the 
ability to communicate this understanding back to the other 
person. A highly empathic person is not only sensitive to 
the stated feelings and experiences that a person expresses, 
but also to those underlying emotions and experiences to 
which the other person may be unaware {Carkhuff, 1969). 
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The most widely used measure of empathy is the Empathic 
Understanding Scale {Carkhuff, 1969) which has been utilized 
to examine therapists' levels of empathy in training 
situations. Of particular interest are those training 
studies involving undergraduates or beginning therapist 
trainees as well as MC issues. 
Central to the current study is the previously 
mentioned work of Pedersen, Holwill and Shapiro {1978), who 
evaluated cross-cultural sensitivity training of graduate 
students using the Triad model {Pedersen, 1977). Again, 
results of this study demonstrated increased levels of 
trainees' empathic understanding in dealing with simulated 
ethnic minority clients, as measured by the Empathic 
Understanding scale {Carkhuff, 1969). 
Similarly, Collins {1990) used three of Carkhuff's 
scales measuring empathic understanding, genuineness and 
warmth to evaluate trainees' counseling skills in response 
to a role-play exercise and an actual client interview. 
This study analyzed audiotaped excerpts of role-play 
interviews conducted, at the beginning of and at two months 
into the semester, by social work students in a counseling 
skills training course. In addition, an actual client 
interview was completed upon entry into the field. Nineteen 
students who had completed all three components for this 
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study which included the training course, both role-plays 
and the actual client interview, were randomly selected from 
a larger sample of trainees for evaluation. 
Results indicated that students' empathic communication 
on the second role play was significantly higher than on the 
first role play. students improved in their ability to 
perceive their clients' feelings, aspirations, and problems 
accurately and to communicate this understanding back to 
clients. On the second role play, statistically significant 
gains were also found on the warmth and genuineness scales, 
indicating increased interest, concern and acceptance of the 
client, and a free expression of oneself to the client. 
Contrary to expectations, significant decreases in observer 
rated skill levels of empathy, warmth, and genuineness were 
found during the actual interview. Collins concluded that 
performance anxiety compromised the therapeutic skills of 
the trainees in the actual field interviews. 
Family Therapy Training 
The design and methodology of the current study are 
derived from a few family therapy training studies which are 
briefly reviewed. Tucker and Pinsof (1984) evaluated 
changes in family therapy trainees' systemic case 
conceptualizations and in-therapy verbal behaviors after the 
first year of a two year training program. Trainees' 
conceptualizations of clinical problems were measured using 
the Family Concept Assessment (FCA; Tucker and Pinsof ~ 
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1987), which consisted of four clinical case vignettes. 
Trainees read each vignette and provided written responses 
explaining the factors that created or perpetuated the 
existing problems. The FCA is coded along three dimensions 
of family systemic thinking: a) the Component Structure 
Subscale assesses how a therapist formulates the components 
(e.g., behaviors and emotional reactions of clients) of the 
clinical problem which are related to each other temporally 
and causally, b) the Interpersonal Focus Subscale measures 
one's ability to identify the number of individuals (e.g., 
dyads, triads or groups) interacting with each other in the 
formulation of the clinical problem, and c) the System 
Membership Subscale assesses the number of different 
personal systems (e.g., family of origin, siblings) 
identified in a clinical formulation. 
No significant pre-test differences between high and 
low experienced clinicians were found on the above FCA 
variables. At the end of the first year of training, 
results indicated significant improvements in trainees' 
ability to formulate the components of the presenting 
problems temporally and causally, as measured by the 
Component Structure Subscale. No other significant findings 
were reported for the System Membership or Interpersonal 
Focus Subscales. 
In a final study, Perlesz, Stalk and Firestone (1990) 
evaluated family therapy trainees' level of personal 
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development and clinical case conceptualization as reflected 
by written responses to case vignettes, a videotaped lived 
family interview and a videotaped simulated family 
interview. Case vignettes were coded using a scale to 
assess systemic understanding. In-therapy behaviors during 
the live family interview were assessed on three dimensions: 
family interactions, therapist behavior and direction for 
future sessions. In addition, in-therapy behavior of the 
simulated family interviews was assessed using the Simulated 
Family Interview (Churven & McKinnon 1982) which involved 
coding on three dimensions: therapist responsiveness, 
problem orientation, and systems orientation. Finally, the 
Assessment of Competence Scale (Perlesz & Firestone, 1982) 
examined trainees' perceived levels of conceptual, 
perceptual (i.e., application of theory to case material), 
and executive skills (i.e., in session behavior). 
Results indicated that on the observer rated measures, 
the trainees made significant increases on case 
conceptualization skills at post-test on both the live and 
simulated family interviews. Students were better able to 
gather information on the content and process of the family 
interviews as well as formulate a treatment plan after 
receiving training. No significant differences were found 
on the case vignette measure. For the self-rated measure, 
trainees felt increasingly competent in their 
conceptualizations and perceptions of the family therapy 
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process after training. In addition, trainees reported 
feeling more competent with their behaviors in therapy. 
However, the above studies should be interpreted cautiously 
in the absence of control groups. 
Description of the Multicultural Training Course 
In the present study, the instructors integrated MC 
counseling training in the context of an advanced 
undergraduate course on counseling psychology. The 
counseling psychology course offered an overview of several 
traditional theories in the field of psychology and the 
application of these theories were critically examined from 
a multicultural perspective. Based upon the culture-
centered framework (Pedersen and Ivey, 1993) previously 
described, the goals of the course included increasing 
students' MC awareness, knowledge and case conceptualization 
skills in working with clients of diverse backgrounds. The 
course also addressed the underlying professional 
responsibilities and ethics which guide MC counseling and 
clinical practice. These goals were pursued through 
assigned readings, seminar format class discussions, 
lectures, viewing of classic therapy films, written 
assignments and exams. Finally, the instructors provided 
case conceptualization and role play exercises to promote 
the integration of MC awareness and knowledge with 
traditional psychotherapy frameworks (e.g., RET, Object 
Relations, Gestalt therapy). 
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In addition, the current MC training course introduced 
the generic and culture specific models of multicultural 
knowledge described earlier in this text. By providing 
trainees with information that will allow them to identify 
and understand the cultural variables of all clients from a 
generic framework, students can apply multicultural 
information to all clinical work. on the other hand, a 
culture-specific framework exposed students to material 
about specific cultural groups which clarifies cultural 
misconceptions, provide insight into a unique group, and 
establishes a structure for students to seek out and 
synthesize information about other specific groups not 
covered in the course material. 
Research Hypotheses 
The purpose of the present study was to evaluate an 
exploratory academic multicultural psychotherapy training 
course conducted with advanced undergraduates at a major 
university. Several specific research questions were 
examined: 
1. As compared to the control group, it was expected 
that the treatment group's levels of multicultural awareness 
and knowledge would significantly increase as a function of 
training as measured by the Multicultural Awareness, 
Knowledge and Skills Survey (D'Andrea,Daniels and Heck, 
1991) and the Supplemental Knowledge scale (Estrada & 
Juarez, 1993). In contrast, since this course was not 
focused on practical skills, it was expected that the MC 
training group's level of multicultural skills would not 
increase as a function of training. 
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2. (a) It was expected that the MC training group 
would make significantly more gains than the control group 
in multicultural case conceptualizations and clinical 
formulations. More specifically, the MC training group 
would be better able to (1) identify more multicultural 
variables, (2) provide better descriptions of the 
multicultural variables and (3) be able to provide stronger 
conceptual links between the presenting problems and the 
multicultural variables than the control group. These 
variables were measured by the three MC subscales (MC 
Variable Identification, Quality and Clinical Relevance, 
respectively) of the Multicultural Family Concept Assessment 
Task (M-FCA; Estrada, Pinsof & Juarez, 1993). 
(b) It was further expected that as compared to the 
control group, students in the MC training course would 
provide significantly better MC case conceptualizations 
given more specific cultural information about the clients' 
backgrounds as provided in the Latin-American and African-
American case vignettes. 
3. Given that the multicultural counseling course did 
not focus on systemic theory or counseling skills, it was 
expected that neither the MC training nor the control groups 
would significantly change their systemic thinking abilities 
as represented by the three family subscales (Component 
Structure, Interpersonal Focus, System Membership) of the 
Family Concept Assessment {FCA; Tucker & Pinsof, 1984). 
4. Similarly, since both courses did not provide 
training of therapeutic skills, such as empathy, it was 
expected that all the trainees would not change 
significantly in their levels of empathic responding as a 
result of training, as measured by the Empathic 





The MC training group included, 21 of out of a 32 
advanced undergraduates enrolled in a semester long 
counseling psychology course emphasizing human diversity in 
psychotherapy. Twenty advanced undergraduates enrolled in 
two separate sections of a semester long psychology of 
personality course served as the control group. Twelve 
students out of a possible 31 from one class participated, 
and 8 students out of a possible 27 volunteered from the 
other course. The author felt that the incentive of having 
their counseling skills evaluated may not be enough to 
recruit a large enough control group, so two sections of the 
same class were solicited for participation. 
The training and control groups were very similar in 
terms of demographic factors such as gender, age and 
ethnicity. The mean age for the sample was 22.1 years 
(range= 20 to 47 years). Ninety percent of the trainees 
were women and 10% were men. In regards to racial and 
ethnic background approximately 75% of the trainees were 
Caucasian, and 25% were ethnic minority (10% Latin-American, 
10% African-American, and 5% Asian-American). 
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The Multicultural Counseling Course 
The MC counseling psychology course focused several 
traditional theories of psychology within a MC context. 
Using Pedersen's culture-centered training model (Pedersen & 
Ivey, 1993), the course was designed to increase self-
awareness of attitudes toward working with culturally 
diverse clients, to increase knowledge about diverse 
cultures, and to increase students' ability to conceptualize 
counseling cases from a multicultural perspective. MC 
counseling skills were not taught in this course. 
Course goals were addressed through the use of assigned 
readings, seminar format class discussions, lectures, 
viewing of therapy films, and role play exercises. In 
addition, assignments and exams focused on conceptualizing 
presenting problems and treatment plans of hypothetical 
clinical cases using both psychological theory and 
multicultural material. The general intention was to 
integrate MC awareness and knowledge with traditional 
psychotherapy frameworks such as RET, Object Relations, and 
Gestalt theory. 
Procedure 
All participants were assigned a code number when 
completing pre- and post-training to ensure their anonymity, 
were told that their participation was completely voluntary, 
and were instructed that they could withdraw from the study 
at any time without penalty. The students were then 
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informed that their performance on the measures would not 
affect their grade in their respective courses. Students in 
the control group completed pre- and post-training during 
individually scheduled testing sessions outside of class 
meetings. The author met with students individually during 
office hours. 
Materials 
The following measures were administered to the 
training and control groups before and after the courses 
in the following order: 
The Multicultural Family Concept Assessment (M-FCA; 
Estrada, Pinsof & Juarez, 1993). The M-FCA is an extension 
of the Family Concept Assessment (FCA) which was originally 
designed to assess trainees' conceptualizations of clinical 
problems in simulated case vignettes from a family systems 
perspective (Tucker & Pinsof, 1984). This measure examines 
the extent to which trainees view problems through the 
interactions of individuals of an interpersonal system as 
defined by three related but independent scales (i.e., the 
Component Structure, Interpersonal Focus and system 
Membership subscales). For this study, the author expanded 
the FCA to include two African-American and two Latin-
American vignettes as well as three scales to assess MC 
sensitivity in trainees' responses. Parallel versions of 
the original case vignettes were developed describing 
clients within a MC context by including details on clients' 
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gender, race, or ethnicity. Three MC scoring subscales, 
(i.e., the Variable Identification, Quality and Clinical 
Relevance), were also developed to assess trainees' levels 
of multicultural sensitivity in the conceptualization of the 
original and new MC vignettes. The expanded M-FCA assessed 
both systemic variables as well as MC thinking. 
The original FCA consists of two forms (A and B), each 
containing four case vignettes reflecting different 
symptoms, family structures, patient ages, and contexts. In 
order to complete this measure, subjects are instructed to 
write an essay conceptualizing the presenting problems 
paying attention to those aspects of the case that could 
have caused or are perpetuating the presenting problems. 
These essays are scored on three subscales targeting major 
characteristics of systemic family thinking (Tucker & 
Pinsof, 1984). The rating system for the FCA targets the 
following areas of family systemic thinking. 
1. The Component structure Subscale CCSSl is a seven 
point rating scale assessing to what extent a therapist 
relates different components of the clinical problem 
temporally and causally. Ranges of possible scores are from 
one to seven. A score of (1), Independent, indicates that 
the components of the clinical problem are unrelated, 
isolated entities (e.g.,"Lee is mad at his brother, has 
depressive episodes, has problems at work"). (2), General 
Relatedness, identifies components not as isolated concepts, 
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but as related in a general manner that is not specified 
(e.g., "their conflict expresses their anger or she sees 
leaving as taking care of the problems"). For a score of 
(3), Linear Causality-First, components are causally related 
in linear, one-directional, cause-effect pairs (e.g., "Her 
problems are caused by her relationship with her parents or 
Bob's behavior is a reaction to losing his job"). (4), 
Linear Causality Second, indicates three or more components 
are causally related in a linear cause-effect chain (e.g., 
"Neal is mad at his employer which results in him behaving 
angrily towards Kim. This makes her feel depressed and 
guilty"). A score of (5). Functional, indicates that one 
component has a purpose, role, or function in the result of 
another component (e.g., "He becomes passive aggressive in 
order to make her guilty, or Her coming home late serves as 
a way to tell Jim she is angry at him"). Finally, a score 
of (7), Circular Causality, assesses to what extent the 
therapist relates the components of the clinical problem to 
each other in a circular relationship (e.g., "Dave's 
increasing fear about doing poorly in his math class cause 
him to spend a lot of time avoiding the material for fear he 
will not understand it. As a result he waits until the last 
moment to study, does poorly on an exam and his fears of 
failure continue"). 
2. The Interpersonal Focus Subscale is a five point 
rating scale measuring one's ability to identify the number 
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of individuals interacting with each other in the 
formulation of the clinical problem. A score of (1), 
reflects a response that identifies one person (Monadic), 
(2) indicates two people (Dyadic), (3) signifies three 
people (Triadic), (4) reflects three or more people (Triadic 
Plus) and (5) indicates that the trainee identified a Group 
(e.g., family, couple, class) involved in the formulations 
of a presenting problem. Scores are obtained by counting the 
number of people named in a response. However, a score of 
(5) is always given when people are described in group. 
3. The System Membership Subscale assesses the number 
of different personal systems identified in a student' 
clinical formulation of the presented case. The list of 
categories includes such systemic groups as nuclear family, 
family of origin, siblings, extended family and family of 
divorce. The final score is a sum of the total number of 
personal systems identified in the case conceptualizations. 
Scores range from o to 20. 
Discriminate validity was established in a previous 
investigation on the Component Structure subscale indicating 
that inexperienced trainees conceptualized components of the 
presenting problems as more linear than more experienced 
therapists who were more systemic in their conceptualization 
(Tucker & Pinsof, 1984). However, validity was not 
empirically established for the Interpersonal Focus and 
System Membership subscales. Interrater reliability was high 
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for all three subscales r= .92 (Component Structure), r= .83 
(Interpersonal Focus) and r= .97 (System Membership). 
The Multicultural Family Concept Assessment (M-FCA) 
extends the FCA with four MC parallel versions of the 
original four vignettes (for both forms A and B; see Table 
Cl). The author developed Latin-American and African-
American case vignettes since these groups comprise the two 
largest ethnic minority populations in the United states. 
In order to control for the order effects of vignettes, the 
author created four shuffled orderings of both forms A and B 
of the M-FCA. In addition, subjects were given different 
forms of the M-FCA at pre- and post-test. 
Similar to the FCA, the M-FCA asks trainees to 
conceptualize the factors that create or maintain the 
presenting problem in each vignette. Additionally, a series 
of questions were added to elicit potential aspects of the 
case that may assist and hinder the trainees' work with the 
clients. Finally, trainees were asked to estimate how 
effective they would be in working with the client. 
In order to assess the trainees' level of cultural 
sensitivity, three MC subscales were created based upon the 
Multicultural Metaframework developed by Breunlin, Schwartz 
and MacKune-Karrer (1992). The three subscales are as 
follows: 
1. The Multicultural Variable Identification Subscale 
CMYISl assessed the number of variables identified in the 
trainees' written conceptualizations of a case. This list 
of cultural variables includes race, gender roles, 
ethnicity, education, level of acculturation, economic 
status, religion, age, and sexual orientation. The final 
score is the sum of the total number of different cultural 
variables used in the case conceptualizations with scores 
ranging from O to 15, the number of cultural variable 
developed for this subscales. This subscale parallels the 
System Membership Subscale of the original FCA which 
assesses the number of different personal subsystems 
identified by a rater. 
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2. The Multicultural Quality Subscale CMOS) is a four 
point rating scale measuring the extent to which trainees' 
written conceptualizations define or clearly explain the 
cultural variables in each response. A score of (1) 
reflects a response that simply names cultural variables 
without defining or explaining the MC variable (e.g., 
"gender problems", "he's Mexican"). A score of (2) 
indicates that at least 2D.§ of the cultural variables is not 
only identified, but also is defined. The response 
describes the cultural variable in the case 
conceptualization (e.g., "the conflict in this marriage 
could be related to Joe being African-American which may be 
problematic to Michelle's strong Irish Catholic family"). 
A score of (3) indicates that more than one cultural 
variable is defined in the case conceptualization. A score 
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of (4) indicates that the trainees not only identified and 
described more than one cultural variable, but also 
identified relationships among these cultural variables. 
For example, the following response relates ethnicity to 
gender and age variables (e.g., "the fact that Nan is a 
White woman could point to how she is treated by her Latin-
American husband Joe. Joe's family has a very traditional 
view about how a woman should act in a marriage that Nan 
does not understand because of her age and her ethnicity"). 
In this example, ethnic variables are seen in association 
with other variables, such as gender and age. 
3. The Multicultural Clinical Relevance Subscale CMCRS) 
involves a four point scale assessing how well the trainee 
links cultural variables to the presenting problems. Like 
the MC Quality subscale, the MC Clinical Relevance subscale 
uses the cultural variables identified in the each vignette 
response. A score of (1) indicates a response that fails to 
relate the cultural variables to the presenting problem 
(e.g., "the clients are a bi-racial couple"). A score of 
(2) reflects a response that relates cultural variables to 
the presenting problem but does not clarify how these 
aspects are relevant to the problem (e.g., "there are gender 
issues here that seem to be affecting the marriage"). It is 
unclear from the example how gender affects the marriage. A 
score of (3) indicates an ability to tie one cultural 
variable in the case conceptualization to the presenting 
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problem (e.g., "Because John is not Jewish, Nancy's parents 
seem to have difficulties accepting her partner, which seem 
to be exacerbating the difficulties in their marriage"). In 
this example the respondent identifies and relates religion 
to the marital problems between John and Nancy. A score of 
(4) is given to a trainee who not only identifies and 
relates one or more cultural variable to the presenting 
problem, but also is able to identify how their own cultural 
background may influence the presenting problem (e.g., "the 
Castillos may have problems understanding their American 
born teenage daughter's desire to go against family 
tradition. The fact that I am a young Caucasian therapist 
may affect how they see my role in resolving these issues 
around dating"). In the example, the therapist is able to 
relate how the family's ethnicity and generational status 
may affect parenting problems. This response reflects an 
understanding of the influence of both the clients' and the 
therapist's cultural backgrounds upon the presenting 
problem. 
Rater Training for the M-FCA 
Responses to the eight vignettes were coded by four 
undergraduate research assistants who were trained for 
approximately four weeks using a M-FCA training manual. 
Training consisted of the raters first becoming familiar 
with the case vignettes. This was followed by biweekly in 
which the raters and the author discussed each of the 
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subscales of the M-FCA using examples from the manual. 
Between training sessions, raters scored practice responses 
taken from M-FCAs that had been given to a similar training 
group in a preliminary study. The group then met to review 
ratings, and differences were resolved through group 
consensus (3 of 4 raters agreed). In cases in which a group 
consensus could not be achieved, the author made the final 
decision on the rating. The four raters were trained to a 
criterion of at least 75% agreement of their codes on the 
six scales on the practice vignettes prior to the coding of 
th data in the present study. 
In terms of scoring procedures, raters were blind to 
the treatment group and assessment period of the subjects' 
responses. Each rater coded a subject's entire group of 
eight responses to the vignettes. Because the order of 
these vignettes were shuffled when administered to the 
subjects, raters scored them in the order they were given in 
the packets. All responses were coded on all six subscales 
of the M-FCA described earlier. 
Interrater Reliability of the M-FCA 
Approximately 25% of the subjects responses (160 of 656 
total vignettes) were randomly selected to be included in 
the reliability analyses. Since this was a newly developed 
measure, the author felt that it was necessary to rate a 
representative sample of the type of responses given by 
students. Reliability was determined among four raters. 
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Each rater scored an equal number of vignettes (H = 40) from 
and equal number of subjects CH= 5). Pairs of raters were 
alternated to determine reliability. 
Two different forms of reliability were calculated to 
assess interrater reliability. First, for the MC Variable 
Identification subscale and the System Membership family 
subscale, percent occurrence agreement was computed as the 
number of "hits" over sum of the number of "hits" and 
"misses". "Hits" were scored when both raters agreed on the 
occurrence of a specific variable. "Misses" occurred when 
only one rater endorsed a specific variable. Finally, when 
neither rater endorsed a particular variable, the response 
did not enter into the reliability analysis. 
For the remaining two MC subscales (i.e., Quality and 
Clinical Relevance) and the two Family systems subscales 
(i.e., Component Structure and Interpersonal Focus), 
reliabilities were assessed using Cohen's kappa (1960). 
This statistic assesses reliability between raters 
correcting for levels of chance agreement. The average 
reliability across the raters and the range for each 
subscales were as follows. With respect to the MC subscales 
of the M-FCA, the MC Variable Identification subscale 
average percent agreement was r= .60 (scores ranged from .48 
to .72). For the MC Quality subscale, the average kappa was 
.46 (scores ranged from .40 to .52) and .41 (scores ranged 
from .35 to .46) for the MC Clinical Relevance subscale. 
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The family systems subscales reliability scores revealed an 
average percent agreement of r= .55 (scores ranged from .48 
to .63) for the System Membership subscale. Finally, the 
average kappas were .34 (scores ranged from .25 to .43) for 
the Component structure subscale, and .52 (scores ranged 
from .42 to .59) for the Interpersonal Focus subscale. 
The Multicultural Awareness,Knowledge and Skills Survey 
(MAKSS; D'Andrea, Daniels and Heck, 1991). The MAKSS is 60 
item self-report test designed to measure the subject's 
levels of MC awareness, knowledge and skills on a four point 
Likert type scale. The questions are presented in one of 
two forms. For approximately half of the questions a score 
of (1) represents that the subject Strongly Disagrees with a 
statement about MC awareness, knowledge or skills, (2) 
indicates the respondent Disagrees, (3) indicates the 
subject Agrees with a statement, and (4) indicates one 
strongly Agrees. Other questions are endorsed in the 
following way: (1) represents MC awareness, knowledge or 
skills is Very Limited, (2) indicates Limited awareness, 
knowledge or skills, (3) indicates one is Fairly Aware, and 
(4) indicates the respondent is Very Aware. 
The MAKSS used in this study consisted of three 
subscales including a 20 item MC Awareness subscale focused 
on one's attitudes towards minorities and one's own cultural 
assumptions. A 20 item MC Knowledge subscale focused on 
perceived MC knowledge about ethnic minority populations 
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obtained through personal experiences, reading, class 
lectures, and research studies in the area of ethnic 
minority groups. In addition, a 10 item MC Skills subscale 
was used to tap one's level of perceived ability to utilize 
MC awareness and knowledge in practical situations. 
Unfortunately, only 10 out of the full 20 items of the 
Skills subscale were used in this study as the result of an 
error in the administration of this measure at pre-test. 
Since MC skills were not targeted in this training program 
the author felt that half of the Skills items might 
sufficiently measure the subject's perceived MC Skills as a 
result of training. 
Internal consistency reliability coefficients 
(Cronbach's alpha) have been reported to be .75 for MC 
awareness, .90 for MC knowledge and .96 for the MC skills 
subscales (D'Andrea, Daniels and Heck, 1991). The 
intercorrelations among the subscales are as follows: .45 
pre- and .32 post-test for Awareness and Knowledge 
subscales, respectively; .32 pre- and .48 post-test for 
Skills and Awareness subscales, respectively; and .51 pre-
and .11 post-test for Knowledge and Skills subscales, 
respectively. These moderate intercorrelations provide 
evidence that these subscales are measuring distinct 
dimensions. 
It should be noted that the MC knowledge subscale from 
the MAKSS was designed to evaluate students' mastery of the 
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specific content covered in the D'Andrea et al. courses 
which raised a concern about its applicability and 
generalizability for use in the current context. Therefore, 
additional MC knowledge items were generated to comprise the 
Supplemental Knowledge scale (Estrada & Juarez, 1993), in 
order to assess the students' mastery of specific material 
in the current counseling course. This scale was made up of 
40 true-false items and is included in Appendix B. 
Empathic Understanding Scale (Carkhuff, 1969): Levels 
of empathic understanding and communication were examined 
using 6 brief simulated client vignettes. These vignettes 
consisted of a verbal statement by a client discussing a 
problem area paired with one of three particular expressions 
of emotion including, Depression-Distress, Anger-Hostility, 
or Elation-Excitement. The problem areas expressed by the 
client were either social and personal interactions, or a 
confrontation with the therapist. The author used vignettes 
reflecting combinations of both of these problem areas with 
each of the emotional expressions identified above which 
comprised this six vignette measure. In order to control 
for order effects, the order of the six vignettes were 
randomly shuffled into one of three series. Subjects were 
given a different series of this measure at pre- and post-
test. After each vignette, students are asked to formulate 
written responses to the simulated client's statements using 
the exact words they would use if this person came to them 
seeking assistance in a time of distress. A copy of the 
Empathic Understanding scale is located in Appendix o. 
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The responses to each vignette were scored using the 
Empathic Understanding Scale, a widely used research measure 
of the communication of empathy (Reeves, Bowman & Cooley, 
1989). This scale is a modification of a more comprehensive 
scale developed by Truax and Carkhuff (1967) that had been 
shortened from a 9-point to a 5-point scale to increase 
reliability and to reduce ambiguity. 
The five-point scale allows judges to rate the level of 
empathic understanding from (1) least facilitative to (5) 
most facilitative based on the written statements provided 
by the subjects. Using the following example of a client 
expressing feelings of anger and hostility as the result of 
having no close friends at their new job, each level of the 
empathic understanding scale can be described as follows. 
A score of (1) reflects that the trainee is unable to 
identify any affect, including the emotion (i.e., anger) 
expressed by the client in the vignette. In addition, they 
are also unable to identify not having friends as the 
problem area (e.g., "You seem upset about something"). A 
score of (2) reflects that the trainee is able to respond to 
the general affect expressed, but fails to respond to the 
content presented by the client. Instead, the trainee 
offers advice or attempts to point out other aspects of the 
clients life instead of attending to the expressed emotion 
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and content (e.g., "Maybe you will be less mad if you spend 
time with your spouse"). A score of (3) represents a 
response that is interchangeable with a client's expression. 
The trainees essentially expresses an accurate response to 
both the emotion and content of the client's statement 
(e.g., "It seems that you are very angry that you have not 
made friends a work, and are not part of the social groups 
that already been established"). A score of (4) represents 
that the trainee is able to add to the expressions of the 
client in a way that enables the client to identify feelings 
s/he was unable to initially express. For example, the 
trainee may reflect that the client's feelings of anger and 
hostility at not having friends could be a defense against 
feelings of sadness about being left out of the social 
group. Finally, a score of (5) represents that the trainee 
is able to respond to the client with a full awareness of 
the feelings and meaning of his/her expressions in such a 
way that a response may expand on the content to point out 
other situations where these feelings may occur. Also, the 
response might cue the client to explore other underlying 
feelings or other related issues that cause him or her 
intense anger. 
Engram and Vandergoot (1978), assessed the concurrent 
validity of the Carkhuff (1969) and the Truax and Carkuff 
(1967) scales through correlations of responses rated on 
both scales. Interrater reliability ranged from .94 to 1.00 
47 
for the Carkhuff scale and .80 to .98 for the Truax scale 
across all subjects for each of the nine excerpts. 
Correlations for the two scales ranged from .45 to .73, 
indicating that they account for much of the same variance. 
Rater Training on the Empathic Understanding Scale 
Responses to the six vignettes were coded by two raters 
(the author and an undergraduate research assistant who also 
coded M-FCAs) who were trained bi-weekly for approximately 
three weeks using Carkuff 's Empathic Understanding scale 
rating system (Carkhuff, 1969). These vignettes were coded 
after the M-FCA coding was completed. Training consisted of 
the raters first becoming familiar with the case vignettes 
and the coding scale. The two raters discussed and 
practiced this scale using sample responses from the manual. 
Between training sessions, the raters coded several practice 
responses from pilot data. The group then met to discuss 
their ratings and coding discrepancies were resolved by the 
author of this study. Training continued until the raters 
reached a criterion of 75% agreement for their codes. At 
this point, the actual vignette responses to the vignettes 
administered in the present study were rated. 
In terms of scoring procedures, raters were blind to 
the treatment group and assessment period of the subjects' 
responses. Each raters coded a subject's entire group of 
six responses. Because the order of these vignettes were 
shuffled when administered to the subjects, raters scored 
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them in the order they were given in the packets. 
Interrater Reliability of the Empathic Understanding 
Scale 
Approximately 15% of the total number of vignettes (72 
vignettes) were scored by two raters and used in the 
reliability analysis. Because this was a widely used 
measure with established adequate reliability, the author 
used 15% of the total number of vignettes. The Cohen's 
kappa for the two raters was .75. 
Therapist Demographic Information Sheet This form was 
used to identify general demographic information such as the 
subject's cultural background, level of previous clinical 
experience, education level and preferred theoretical 
orientation. This questionnaire can be found in Appendix E. 
CHAPTER III 
RESULTS 
Preliminary Statistical Analysis 
Several preliminary grouped t-tests were completed on 
pre-test scores for the MC and family scales of the M-FCA in 
order to detect pre-test form (A vs. B) differences. The 
three MC subscale scores (i.e., Variable Identification, 
Quality and Clinical Relevance) and the three family systems 
subscale scores (i.e., Component Structure, Interpersonal 
Focus and System Membership) served as dependent variables 
for each of the vignettes of form A, and were statistically 
compared to subscale scores from the parallel vignettes on 
form B. Table Cl describes each of the vignettes of the M-
FCA by culture and presenting problem. 
Looking at Table Cl, it can been seen that each 
vignette in form A has a parallel version which involves a 
similar cultural group and presenting problem, with the 
exception of vignettes 5 and 8. Vignette 5 involves the 
same presenting problem (i.e., depression), but different 
cultural groups, Latin-American and African-American in 
forms A and B, respectively. Similarly, vignette 8 
describes the same presenting problem (i.e., marital 
problems), but occurring in different cultural groups, 
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African-American and Latin-American in forms A and B, 
respectively. Given the exploratory nature of this study 
coupled with the need to limit the number of cultural 
vignettes, it was not feasible to completely match (by 
cultural group and presenting problems) each of the 
vignettes of forms A and B. 
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Results indicated that for most of the vignettes there 
were no significant form differences. However, there were 
significant differences for a few of the vignettes across 
the six scales (see Tables F5-F10), especially vignette 5. 
For this vignette, those who were given the African-American 
vignette of form B scored significantly higher on the three 
MC subscales of the M-FCA, while those who were given the 
Latin-American vignette of form A scored significantly 
higher on the three family systems scales at pre-test. It 
appears, that the African-American vignette pulled for more 
MC variables, while the Latin-American vignette captured 
more family systems variables. 
A series of group t-tests were performed on pre-test 
scores for the MC training and control groups on all outcome 
measures in order to determine if any significant pre-
treatment differences existed. For these t-tests a mean 
score per item was calculated and served as the dependent 
variable for each for the three subscales of the MAKSS 
(i.e., MC Awareness, Knowledge and Skills), the three MC 
subscales (i.e., Variable Identification, Quality and 
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Clinical Relevance) and the three family systems subscales 
(i.e., Component Structure, Interpersonal Focus and System 
Membership) of the M-FCA. More specifically, for the M-FCA 
scales mean scores were calculated for each of the cultural 
vignettes (i.e., combined means for the four White, two 
Latin-American, two African-American vignettes). This 
resulted in three cultural group scores for each of the 
above six M-FCA subscales. Finally, t-tests were performed 
for the Supplemental Knowledge scale score, and the Empathic 
Understanding scale scores from the Carkhuff scale. As 
expected, no statistically significant differences on any of 
the above dependent variables at pre-test were found, 
eliminating the need to analyze for covariates. Results of 
these analyses are presented in Appendix F. 
Effects of Training on Multicultural Awareness, Knowledge 
gpd Skills 
The means and standard deviations for the MC Awareness, 
Knowledge and Skills subscales of the MAKSS as well as the 
course MC Supplemental Knowledge scale by group are 
presented in Table 1. The subscales of the MAKSS were 
viewed as related but as conceptually distinct dimensions. 
Preliminary analysis of pre-test scores confirmed expected 
low subscale correlations which ranged from -.14 to .36, 
providing justification for separate statistical analysis of 
each MC scale (see Table 2). 
It was hypothesized that the MC training group would 
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Table 1 
Means and Standard Deviations for MC Awareness, Knowledge, 
Skills and Supplemental Knowledge Subscale Scores as a 
Function of Group and Time 
Pre-test Post-test 
Measure M so M .fil2 
Awareness Scale 
MC Training 2.76 .15 2.92 .22 
Control 2.68 .18 2.68 .17 
Knowledge Scale 
MC Training 2.61 .24 2.93 .27 
Control 2.66 .36 2.65 .22 
Skills Scale 
MC Training 2.37 .45 2.52 .56 
Control 2.45 .50 2.32 .45 
Knowledge supplemental 
MC Training 30.95 4.68 34.09 4.38 
Control 28.95 2.78 31.95 6.37 
Table 2 
Intercorrelations Among Pre-test Scores of the MC 
Awareness. Knowledge. Skills and Supplemental Knowledge 
Subscales 
Scale 1 2 3 
1. Awareness 
2. Knowledge .222 
3. Skills .289 .365* 
4. Supp. Knowledge -.009 .039 -.144 
* I2 < • 05 
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significantly increase levels of MC awareness, knowledge, 
skills, and supplemental knowledge relative to the control 
group. These research hypotheses were investigated 
statistically by several 2 group (MC training vs. control) x 
2 time (pre-, post-training) ANOVAs on the MC awareness, 
knowledge and skills subscales of the MAKSS and the MC 
Supplemental Knowledge Scale. 
Multicultural Awareness Subscale 
The MC Awareness subscale yielded a significant main 
effect for group, E(l,39) = 16.96, R < .001. The training 
group (M = 2.84) had higher scores than the control group (M 
= 2.68) as shown in Table 3. In addition, the results 
indicated a main effect for time, E(l,39) = 3.92, R < .05, 
with MC Awareness scores at pre-test (M = 2.72) being lower 
than at post-test (M = 2.80) for all subjects. As 
predicted, a significant group x time interaction occurred, 
E(l,39)= 4.45, R = < .05. The training group increased in 
MC awareness over time (from M = 2.76 to M = 2.92), while 
the controls showed no change (M = 2.68 at both pre- and 
post-test). 
Multicultural Knowledge Subscale 
It was hypothesized that the subjects in the MC 
training group would demonstrate significantly more 
increases in their MC knowledge than the control group as a 
function of training. As shown in Table 4, the 2 group (MC 
training vs. control) x 2 time {pre-, post-training) ANOVA 
Table 3 
Summary of Univariate Analysis of Variance for the MC 
Awareness Subscale Scores as a Function of Group and Time· 
SOURCE SS 
Between Groups 1.81 40 
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Group (G) .57 1 .57 16.96*** 
Error 1.31 39 .03 
Within 1.48 41 
Time (T) .12 1 .12 3.92* 
G x T .14 1 .14 4.45* 
Error 1.22 39 .03 
Total 3.29 81 
* p < .05 
** p < .01 
*** p < .001 
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Table 4 
Summary of Univariate Analysis of Variance for the MC 
1<nowledge Subscale Scores as a Function of Group and Time 
SOURCE 
Between Groups 3.20 40 
Group (G) .27 1 .27 3.61* 
Error 2.93 39 .08 
Within 4.23 41 
Time (T) .54 1 .54 6.86** 
G x T .60 1 .60 7.51** 
Error 3.09 39 .os 
Total 7.43 81 
* p < .05 
** p < .01 
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for the MC Knowledge subscale yielded a significant main 
effect for group, £(1,39) = 3.61, p < .05, with MC post-test 
knowledge scores for the MC training group being higher {M = 
2.78) than the control group {M = 2.65). In addition, the 
results indicated a main effect for time, £(1,39) = 6.86, p 
< .01, with higher MC knowledge scores at post-test {M = 
2.80) than at pre-test (M = 2.63) for all subjects. There 
was also a significant interaction effect for group x time, 
£(1,39) = 7.51, p = < .01. Consistent with the initial 
hypothesis, there was an increase in MC knowledge from pre-
{M = 2.61) to post-test (M = 2.93) for the training group, 
but no change over time for the control group (from M = 2.66 
to M = 2.65). 
Multicultural Skills Subscale 
Since MC skills development was not targeted as a goal 
for the training course, it was hypothesized that subjects 
in both groups would not increase in their MC skills level 
due to training. Consistent with this hypothesis, there 
were no significant main effects for group, £(1,39) = .24, p 
= .32 , or time, £(1,39) = .01, p = .46 , but there was a 
significant group x time interaction, £(1,39) = 3.13, p< .05 
(see Table 5). The training group increased in MC skill 
over time {from M = 2.37 to M = 2.52), whereas the control 
group decreased over time {from H=2.45 to M = 2.32). 
Multicultural Supplemental Knowledge Scale 
On the Supplemental Knowledge scale, no significant 
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Table 5 
Summary of Univariate Analysis of Variance for the MC Skills 
Subscale Scores as a Function of Group and Time 
SOURCE S.S. df 
Between Groups 14.14 40 
Group (G) .09 1 .09 .24 
Error 14.05 39 .36 
Within 5.31 41 
Time (T) .oo 1 .oo .01 
G x T .39 1 .39 3.13* 
Error 4.92 39 .13 
Total 19.45 81 
* p < .05 
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group effects were found, E(l,39) = 1.94, p = .09. However, 
a significant main effect for time, E(l,39) = 7.34, p < ~01, 
reflected increased levels of MC knowledge from pre-test (M 
= 30.46) to post-test (M = 33.05) for both groups (see Table 
6) Unfortunately, a non-significant group x time 
interaction, E(l,39) = 6.69, p = .28, failed to support the 
prediction that the MC training group would show significant 
increases in course specific MC knowledge compared to the 
control group as a result of training. However, a positive 
trend indicated that the MC training group increased more on 
the Supplemental Knowledge over time (from M = 30.94 to M = 
34.09) compared to the control group (from M = 28.95 to M = 
31.95). 
Effects of Training on MC Case Conceptualization 
The research hypotheses were investigated statistically 
by multiple planned comparisons as well as by several 2 
treatment group (MC training vs. control) x 2 time (pre-, 
post-training) x 3 cultural case vignettes (White, Latin-
American, and African-American) repeated measures ANOVAs 
performed on each of the three M-FCA subscales. The means 
and standard deviations for each MC subscale by cultural 
case vignette are presented in Table 7. Initially, the MC 
subscales were seen as related but conceptually distinct 
variables that were hypothesized to tap different dimensions 
of MC case conceptualization skills. Preliminary analysis 
of pre-test scores yielded moderate correlations among these 
Table 6 
Summary of Univariate Analysis of variance for the MC 
Supplemental Knowledge Scale Scores as a Function of Grou·p 
and Time 
SOURCE 
Between Groups 1071.13 40 
Group (G) 50.75 1 50.75 1.94 
Error 1020.75 39 26.16 
Within 861.45 41 
60 
Time (T) 135.47 1 135.47 7.43** 
G x T 6.69 1 6.69 .36 
Error 720.29 39 18.47 
Total 1932.58 81 
* p < .05 
** p < .01 
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Table 7 
Means and Standard Deviations for the Multicultural Variable 
Identification. Quality. and Clinical Relevance Subscales as 
a Function of Group. Time and Culture 
Pre-test Post-test 
Measure M 
MC Variable Identification 
MC Training 
White .57 .58 .63 .71 
Latin Am. 1.21 1.01 1.55 .91 
African Am. 1.47 1.09 1.67 .94 
Control 
White .43 .46 .36 .30 
Latin Am. 1.00 .90 .98 .82 
African Am. .96 .77 .85 .75 
MC Quality 
MC Training 
White .46 .45 .57 .61 
Latin Am. .93 .83 1.19 .84 
African Am. .83 .48 .73 .68 
control 
White .33 .33 .34 .28 
Latin Am. .65 .56 .68 .61 
African Am. .62 .42 .73 .68 
MC Clinical Relevance 
MC Training 
White .50 .45 .57 .53 
Latin Am. .93 .98 1.21 .96 
African Am. .91 .61 1.19 .86 
Control 
White .30 .34 .46 .45 
Latin Am. .73 .68 .72 .75 
African Am. .65 .43 .72 .86 
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three subscales (from .58 to .66 (see Table 8). The 
justification for the separate statistical analysis of each 
subscale was based on the precedence in the literature for 
the separate analysis of the FCA systemic subscale scores 
upon which these scales were modeled. 
Muticultural Variable Identification Subscale 
It was expected that the MC training group would show 
significant increases over the control group in identifying 
MC variables in ethnic minority cultural vignettes. A group 
by time by culture planned comparison test between the White 
and the Latin-American vignettes post-test responses by 
training group was nonsignificant, F (1,39) = 1.29, ~ = .13. 
However, this finding reflected a trend for the MC training 
group to identify more cultural variables for the Latin-
American case vignettes (M = 1.55) at post-training than the 
control group CM= .98). Also, the MC training group was 
able to identify more variables for the Latin-American 
vignettes than they did for the White vignettes (M = .63), 
at post-test. Similarly, a significant group x time x 
culture planned comparison test, F (1,39) = 6.21, ~ < .01, 
indicated that the MC training group not only identified 
more MC variables (M = 1.67) than the control group (M = 
.85) for the African-American vignettes, but also identified 
more MC variables for the African-American vignettes than 
they did for the White vignettes (M = .63) at post-training. 
The results of the 2 treatment group (MC training vs. 
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Table 8 
Intercorrelations Among Pre-test Scores of the MC Variable 
Identificanation. Quality and Clinical Relevance Subscales 
of the M-FCA 
Scale 1 2 3 
1. MCVI 
2. MCQ .632* 
3. MCCR .586* .668* 
Note. MCVI = MC Variable Identification Subscale Scores; 
MCQ = MC Quality Subscale Scores; MCCR = MC Clinical 
Relevance Subscale Scores. 
* 12 < • 01 
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control) x 2 time (pre-, post-training) x 3 cultural 
vignette (White, Latin-Americans and African-American) 
ANOVA, using scores on the MC Variable Identification 
subscale as the dependent variables are presented in Table 
9. A significant effect for group was found, E(l,39) = 
7.02, ~ < .01, indicating that the MC training group 
identified more cultural variables across all vignettes (M = 
1.17) than the control group (M = .76). No significant 
effect for time was found, ECl,39) = .30, R = .29. The 
group x time interaction neared significance, E(l,39) = 
1.38, R = .12, suggesting that the MC training group 
identified more MC variables (M = 1.28) than the control 
group CH= .70) as the result of training for all cultural 
vignettes. A significant main effect for the culture of the 
vignette, EC2,78) = 36.88, R < .001, indicated that the 
subjects identified significantly different numbers of 
cultural variables among the three cultural vignettes CM 
Latin-American = 1.19; H African-American = 1.24; H White = 
.50). Post-hoc paired t-tests revealed that this finding 
was due to significant differences between the Latin-
American and White vignettes, t = 7.30, R < .001, and the 
African-American and White vignettes, t = 8.04, R < .001. 
A significant group x culture interaction, E(2,78) = 
2.77, R< .05, reflected that overall the MC training and 
control groups differed in the number of cultural variables 
they identified on the cultural vignettes. Post-hoc paired 
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Table 9 
summary of Univariate Analysis of Variance for the MC 
Variable Identification Seal~ SQores !;!S a function Qf G;roug, 
'.rime am;i Cyl, tyre 
SOURCE SS df MS E 
Between Groups 71.05 40 
Group (G) 10.84 1 10.84 7.02** 
Error 60.21 39 1.54 
Within 122.35 205 
Time (T) .23 1 .23 .30 
G x T 1.08 1 1.08 1.38 
Error 30.47 39 .78 
Culture (C) 28.12 2 14.06 36.88*** 
G x c 2.11 2 1.55 2.77*** 
Error 29.73 78 .38 
T x c .27 2 .14 .35 
G x T x c .16 2 .08 .21 
Error 30.18 78 .39 
Total 193.40 245 
* p < .05 
** p < .01 
*** p < .001 
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t-tests revealed that this interaction was due to 
significant differences between the two groups on the Latin-
American, t = 1.82, R < .05 (M training = 1.38; M control = 
.99), and the African-American, t = 3.11, n < .01 (M 
training = 1.28; M control = 90) vignettes, not due to 
differences on the White vignettes (M training = .60 ; M 
control= .40). No significant cultural vignette x time 
interaction was found indicating that no significant changes 
in students' identification of cultural variables among 
these cultural vignettes over time. Finally, the analyses 
did not reveal a significant three way interaction for group 
x culture x time, E(2,78) = .21, n < .41. This finding is 
inconsistent with the research hypothesis and indicates that 
although the MC training group was able to identify more MC 
variables for the White, Latin and African-American 
vignettes, these differences were not significant or the 
result of training. 
Multicultural Quality Subscale 
Planned comparisons were completed to test the 
hypothesis that the MC training group would define 
significantly more MC variables than the control group as a 
function of training. A group by time by culture planned 
comparison examining the MC Quality post-test scores between 
the White and the Latin-American vignettes by training group 
neared significance, E (1,39) = 1.73, n = .09. A positive 
trend emerged, indicating that the MC training group defined 
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more MC variables (M = 1.19) for the Latin-American 
vignettes than the control group (M = .68) at post-test. 
Also, the MC training group provided more MC variable 
definitions for the Latin vignettes than for the White 
vignettes (M =.57) at post-test. A planned comparison 
between the MC quality scores for the White and African-
American was not significant, E (1,39) = .96, R = .16. The 
scores indicated that for the African-American vignettes, 
the MC training group provided only slightly more 
definitions of the cultural variables (M = 1.14) than the 
control group (M = .73), and that the training group also 
provided better definitions for the African-American 
vignettes than for the White vignettes (M =.57) at post-
test. 
The results of the 2 group (MC training vs. control) x 
2 time (pre-, post-training) X 3 cultural vignette (White, 
Latin-Americans and African-American) ANOVA using scores on 
the MC Quality subscale as the dependent variable revealed a 
significant main effect for group E(l,39) = 5.96, R < .01, 
reflecting that the MC training group provided better 
definitions across all vignettes (M = .86) than the control 
group (M = .56). A significant main effect was revealed for 
time E(l,39) = 1.14, R < 05, indicating that all subjects 
provided better definitions of the MC variables from pre-
test (M = .64) to post-test (M = .78). A positive trend did 
emerge for the interaction of group x time, E(l,39) = 1.14, 
68 
R = .11, suggesting that the MC training group provided 
better definitions of the MC variables CH = .97} than the 
control group (H = .64} as the result of training for all 
vignettes (see Table 10). A significant main effect for the 
culture of the vignette was also found, ~ (2,78) = 20.73, R 
< .001. Inspection of the means indicated that the 
subjects' definitions of MC variables differed among the 
three cultural vignettes CM Latin-American = .86; H African-
American = .73; H White= .43). Post-hoc paired t-tests 
showed significant differences between the Latin-American 
and White vignettes, ~ = 4.90, R < .001, and the African-
American and White vignettes, ~ = 7.72, R < .001. 
Inconsistent with the research hypotheses, there were no 
other significant interactions. 
Multicultural Clinical Relevance Subscale 
Planned comparisons were completed to examine the 
prediction that the MC training group would significantly 
increase their ability to link MC variables to the 
presenting problems. A group by time by culture planned 
comparison examining the differences between MC Clinical 
Relevance post-training scores for the White and the Latin-
American vignettes by training group revealed a significant 
difference, ~ (1,39) = 2.50, R < 05. An examination of the 
means indicated that over time the MC training group 
provided more clinically relevant cultural responses for the 
Latin-American vignettes (H = 1.21) than the control group 
Table 10 
summary of Univariate Analysis of Variance for the MC 
Quality Subscale Scores as a Function of Group. Time and· 
Culture 
SOURCE 
Between Groups 41.43 40 
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G x T 
Error 
Culture (C) 
G x C 
Error 
T x C 
G x T x C 
Error 
Total 
* p < .05 
** p < .01 















1 1.14 3.67* 
1 .50 1.01 
39 .31 
2 4.88 20.73*** 
2 .23 .98 
78 .24 
2 .11 .40 




(M = .72), In addition, the training group increased 
clinically relevant responses more for the Latin-American 
vignettes than for the White vignettes (M = .57). A planned 
comparison examining group differences between White and 
African-American post-training scores revealed a significant 
interaction for culture x training group, E (1,39) = 4.29, R 
< .05. The MC training group not only showed an increase in 
more clinically relevant responses for the African-American 
vignettes (M = 1.19) than the control group (M = .73), but 
also increased more for the African-American vignettes than 
for the White vignettes (M = .57) at post-test. 
As shown in Table 11, the results of the 2 treatment 
group (MC training vs. control) x 2 time (pre-, post-
training) x 3 cultural vignette (White, Latin-Americans and 
African-American) ANOVA using scores on the MC Clinical 
Relevance subscale as the dependent variables revealed a 
significant main effect for group, E(l,39) = 3.46, R < .05. 
An examination of the means revealed that the MC training 
group provided more clinically relevant cultural responses 
for all vignettes (M = .88) than the control group CM = 
.60). A significant main effect for time, E(l,39) = 3.28, R 
< .05, indicated that all subjects provided more clinically 
relevant MC responses from pre-test (M = .68) to post-test 
(M = .82). No significant group x time interaction, ~(1,39) 
= .70, R = .20, was found. However, a significant main 
effect was found for the culture of the vignette, E (2,78) = 
71 
Table 11 
Summar~ of Univgriat~ Anal~sis of Variance f o;r the MC 
Cl,in,iQal BelevanQg SubsQale Score~ g§ g [UDQtiQD of ~;roy~, 
Time sUJd Cylty;rg 
SOURCE SS df MS !'. 
Between Groups 62.15 40 
Group (G) 5.06 1 5.06 3.46* 
Error 57.09 39 1.46 
Within 68.00 205 
Time (T) 1.32 1 1.32 3.28* 
G x T .28 1 .28 .70 
Error 15.73 39 .40 
Culture (C) 9.88 2 4.94 19.49*** 
G x c .54 2 .27 1.07 
Error 19.77 78 .25 
T x c .04 2 .02 .08 
G x T x c .41 2 .20 .79 
Error 20.03 78 .26 
Total 130.15 245 
* p < .05 
** p < .01 
*** p < .001 
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19.49, p < .001, indicating that the subjects' clinically 
relevant responses to the cultural variables differed among 
the three cultural vignettes (M Latin-American = .90; M 
African-American= .87; M White= .46). Post-hoc paired t-
tests revealed significant differences between the Latin-
American and the White vignettes, ~ = 4.82, p < .001, and 
the African-American and the White vignettes, ~ = 4.72, p < 
.001, but there were no differences between the two ethnic-
minority vignettes. Inconsistent with the research 
hypothesis, there were no other significant findings. 
Effects of Training on Systemic Case Conceptualization 
Although MC training group received training in 
conceptualizing cases from a MC perspective, neither they 
nor the control group received formal training in family 
systems or systemic thinking. Therefore, it was expected 
that neither group would change over time. More 
specifically, the study evaluated the (null) research 
hypotheses that neither group (MC training or control group) 
would demonstrate changes in: (1) linking the components of 
the presenting problem temporally and causally, (2) 
identifying the number of total people involved in a the 
presenting problem, and (3) identifying the personal systems 
involved in the provided vignettes (e.g., nuclear family, 
family of origin, extended family, or siblings). 
The research hypotheses were investigated statistically 
by several 2 group (MC training vs. control) x 2 time (pre-, 
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post-training) X 3 cultural vignette (White, Latin-
Americans, and African-American) ANOVAs using scores for. 
each of the three systemic conceptualization subscales 
(Component Structure, Interpersonal Focus, and Systems 
Membership subscales) as dependent variables. The means and 
standard deviations for each systemic subscale by cultural 
vignette are presented in Table 12. Each of these systemic 
subscales were initially viewed as related but conceptually 
distinct since they were thought to tap different dimensions 
of systemic case conceptualization skills. Preliminary 
analysis of pre-test scores yielded moderate correlations 
among these subscales overall (.57 to .68; see Table 13). 
However, justification for the separate statistical analysis 
of each these subscales was based on the precedence in the 
literature for the separate analysis of these subscales. 
Component Structure Subscale 
The ANOVA revealed no significant main effects for 
group or for time (see Table 14). An unexpected significant 
interaction was found for group x time, ~(1,39) = 8.84, 
p<.01. This interaction effect was due to the MC training 
group's decreased scores on this subscale for all the 
cultural vignettes (M pre-test= 2.10; H post-test= 1.52), 
and the control group's increased scores (from pre-test M = 
1.83 to post-test H = 2.09). Post-hoc within group t-tests 
confirmed that the MC training group decreased significantly 
on this subscale as a result of training, ~ = 2.85, ~< .01, 
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Table 12 
Means and Standard Deviations for the Component Structure. 
Interpersonal Focus and System HelDbership Subscales as a 










































































































Intercorrelations Among Pre-test Scores of the Component . 
structure. Interpersonal Focus. and System Membership 
Subscales of the M-FCA 
Scale 1 2 3 
1. Component Structure 
2. Interpersonal Focus .573* 
3. System Membership .571* .681* 




Summary of Univariate Analysis of Variance for the Component 
Structure Subscale Scores as a Function of Group. Time and 
Culture 
SOURCE SS df MS 
Between Groups 58.65 40 
Group (G) 1.56 1 1.56 .70 
Error 57.09 39 1.46 
Within Group 185.80 205 
Time (T) 1.46 1 1.46 1.19 
G x T 10.90 1 10.90 8.84** 
Error 57.09 39 1.46 
Culture (C) 2.07 2 1.03 2.38 
G x c .07 2 .03 .08 
Error 57.09 39 1.46 
T x c .02 2 .01 .03 
G x T x c .01 2 .01 .01 
Error 57.09 39 1.46 
Total 244.45 245 
* p < .05 
** p < .01 
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while the control group showed no statistically significant 
changes on the subscale as a result of training. Consistent 
with the research hypothesis, there were not any other 
significant main effects or interactions found for Component 
Structure subscale. 
Interpersonal Focus Subscale 
There were no significant main effects for group or for 
time (see Table 15). Contrary to predictions, there was a 
significant group x time interaction, E(l,39) = 5.38, p<.01. 
Inspection of the means verified that this effect was due to 
the MC training group increasing its scores for all the 
cultural vignettes over time (from M = 2.56 to M = 2.93), 
while the control group showed a slight decrease (from M = 
2.60 to M = 2.44). Post-hoc within group t-tests indicated 
that the MC training group increased significantly 
on this subscale as a result of training, ~ = 2.28, p< .05, 
while the control group showed no significant changes on 
this subscale over time. Another unexpected finding 
involved a significant main effect found for culture of the 
vignette, E(2,78) = 3.18, p<.05, indicating significant 
differences in the Interpersonal Focus subscale among the 
three cultural vignettes (M Latin-American = 2.96; M White = 
2.74; M African-American= 2.51). Post-hoc paired t-tests 
confirmed significant differences between the Latin-American 
and the African-American vignettes, ~ = 2.48, p < .05. No 
other significant results were found. 
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Table 15 
Summary of Univariate Analysis of Variance for the 
Interpersonal Focus Subscale Scores as a Function of Group. 
Time and Culture 
SOURCE 
Between Groups 60.15 40 
Group (G) 3.06 1 3.06 2.52 
Error 57.09 39 1.46 
Within Group 181.19 205 
Time (T) .68 1 .68 .86 
G x T 4.27 1 4.27 5.38** 
Error 57.09 39 1.46 
Culture (C) 2.50 2 1.25 3.18* 
c x G 1.57 2 .79 2.00 
Error 57.09 39 1.46 
c x T .48 2 .24 .23 
c x G X T .42 2 .21 .29 
Error 57.09 39 1.46 
Total 241.34 245 
* p < .05 
** p < .01 
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System Membership Subscale 
No statistically significant main effects or 
interactions were found for the System Membership subscale, 
as shown in Table 16. 
Effects of Training on Empathic Understanding 
It was expected that levels of empathic understanding 
and skills, as measured by Carkhuff's Empathic Understanding 
Scale (1969), would not change over time since neither 
course (MC training or control) involved empathy training. 
The means and standard deviations for the measure are 
presented in Table 17. Consistent with the hypothesis, a 
two group (MC training vs. control) x 2 time (pre-, post-
training) ANOVA failed to reveal statistically significant 
main effects or interactions for this scale (see Table 18). 
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Table 16 
summary of Univariat~ Anglysie Qf VarianQe for the System 
Memb~r§hig Sub§cale Score§ ss a fynction of ~rou~, Time and 
Culty;re 
SOURCE SS df f'. 
Between Groups 57.67 40 
Group (G) .58 1 .58 .33 
Error 57.09 39 1.46 
Within Group 174.61 205 
Time (T) .02 1 .02 .02 
G x T .00 1 .oo .oo 
Error 57.09 39 1.46 
Culture (C) .76 2 .38 1.00 
c x G 1.00 2 .50 1.32 
Error 57.09 39 1.46 
c x T 1.55 2 .77 1.58 
c x G X T .01 2 .01 .01 
Error 57.09 39 1.46 
Total 232.28 245 
* p < .05 
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Table 17 
Means and standard Deviations for the Empathic Understanding 
Scale as a Function of Group and Time 
Pre-test Post-test 
Group M M 
MC Training 2.13 .56 2.01 .47 
Control 2.08 .69 2.08 .74 
Table 18 
summary of Group by Time by Culture Univariate Analysis 
Variance for the Empathic Understanding Scale as a Function 
of Group and Time 
SOURCE .s..s df 
Between Groups 21.56 39 
Group (G) .oo 1 .oo .33 
Error 21.56 38 .58 
Within Group 7.63 40 
Time (T) .07 1 .07 .55 
G x T .07 1 .07 .55 
Error 7.48 38 .20 
Total 29.15 79 




The purpose of this study was to evaluate a MC 
psychotherapy training program conducted with advanced 
undergraduates at a major university. More specifically the 
author was interested in the extent to which this course 
would increase students' levels of MC awareness, knowledge 
and case conceptualization skills as compared to students in 
the control group. The training course was based on the 
first tow stages of Pedersen's culture-centered MC training 
model in which MC awareness and knowledge are taught in a 
developmental sequence building one stage upon another 
(Pedersen and Ivey, 1993). The MC training course was 
evaluated using both self rated and observer rated measures 
of MC abilities. Although all the research hypotheses were 
not supported, some evidence for the effectiveness of 
training was found and is discussed below. 
Effects for Awareness. Knowledge and Skills 
With respect to levels of MC awareness and knowledge, 
it was expected that the MC training group would make 
significant gains compared to the control group. However, 
since this course did not focus on MC clinical skills, MC 
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skills were expected to remain unchanged. Consistent with 
the MC training goals, the MC training group increased 
levels of MC awareness and knowledge, and even 
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unexpectedly reported better MC skills. This pattern of 
findings offered support evidence for the efficacy of the MC 
awareness and knowledge training components in this course. 
The present findings are consistent with D'Andrea, Daniels 
and Heck (1991) who reported an increase in perceived MC 
awareness, knowledge and skills. The goals of their course 
was to use didactic training to foster MC awareness, 
knowledge as well as increase MC practical skills of 
graduate counseling students. The course in the present 
study expands this MC training to the teaching of 
undergraduate students. In addition, although training 
students to learn the practical aspects (i.e., MC skills) of 
culturally sensitive psychotherapy was not a focus of the 
present course, the MC training group did report having 
stronger MC counseling skills compared to the control 
students. 
These findings are also consistent with Pedersen's 
culture centered model (Pedersen & Ivey, 1993), which 
proposes that MC training should be taught in a 
developmental sequence from awareness to knowledge to 
skills. Increasing MC awareness and knowledge of the 
training group are the fundamental first steps towards 
increasing MC competence. Although the MC training students 
also reported an increase in perceived skills, Pedersen 
recommends a skills focused course, such as a clinical 
practicum, to provide students with comprehensive MC 
counseling skills training. 
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Contrary to the research hypothesis was the 
insignificant change in the MC training group's level of 
course focused knowledge as measured by the Supplemental 
Knowledge Scale (Estrada & Juarez, 1993). The failure to 
find significant improvements on this measure can be largely 
attributed to ceiling effects. Most of the students 
Achieved high scores at pre-test, limiting the degree of 
improvement that could be made at post-training. Second, 
the extent to which this measure was representative of the 
material offered in the MC training is unclear. The items 
assessed both MC knowledge as well as knowledge about 
traditional theories of psychotherapy (i.e., Behavioral, 
Experiential, and Psychodynamic). Also, the MC questions 
were unequally distributed across culturally diverse 
populations. For example, there was only one question about 
working with Asians, as compared to five questions focused 
on African-Americans. Finally, the Supplemental Knowledge 
Scale did not correlate highly with the MAKSS knowledge 
scale Cr= .40), indicating that this scale may not be 
assessing the same MC knowledge construct. 
Effects of Training on MC Case Conceptualizations 
It was expected that the MC training group would gain 
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significantly more than the control group in their MC case 
conceptualization skills. Although all the initial 
hypotheses were not confirmed, MC trainees consistently 
showed gains in their ability to name more cultural 
variables, provide better definitions of the variables and 
link these MC variables to the presenting problems on all 
case vignettes as compared to the control group. 
Additionally, the pattern of findings was pronounced for the 
MC training group on the Latin-American and African-American 
in contrast to the White vignettes. 
More specifically, the MC training group significantly 
increased in their ability to identify cultural variables 
for the African-American vignettes compared to the control 
group, and compared to their scores for the White vignettes. 
There was also a trend indicating that the MC training group 
identified more cultural variables for the Latin-American 
vignettes than the control group, and than they identified 
for the White vignettes after training. In addition, the MC 
training group showed more increases defining MC variables 
than the control group for the Latin-American and African-
American vignettes and did better on these vignettes and 
these improvements exceeded their responses on the White 
vignettes at post-training. 
The most important finding was on the Clinical 
Relevance subscale. The MC training group displayed 
significantly more increases in their ability than the 
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control group at post-test to link the MC variables to the 
presenting problems for both the Latin-American and the 
African-American vignettes. Also the MC training group 
improved significantly more than the controls on the Latin-
and African-American vignettes over time. 
Another prominent and unexpected finding is the main 
effect for culture. On all three of the MC subscales, the 
results indicated that there were significant differences 
among the three cultural vignettes (Latin-American, African-
American and White), with higher scores being reported for 
the ethnic minority cultural vignettes. It appears that the 
MC case material developed for Latin-American and African-
American vignettes in this study served as a powerful 
stimulus for all students. On the one hand, this finding is 
consistent with the training goals of this course which 
focused on underserved ethnic minority groups. On the other 
hand, with respect to internal validity, the comparability 
of the stimuli and students' responses to the cases across 
cultural groups is somewhat compromised given the 
differences found among the three cultural vignettes. 
Future work should be devoted to understanding how responses 
vary by the culture in the case vignettes, and applying 
alternative methods of statistically analyzing these data, 
such as standardizing scores, to allow for direct 
comparisons across cultural groups. 
These results provide some preliminary support for 
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Pedersen's culture-centered model. According to Pedersen's 
culture-centered model, MC awareness training sensitizes 
therapists to the many cultural variables that influence 
their own lives as well as the lives of their clients. MC 
knowledge training provides information about traditional 
customs, values, rituals, and backgrounds of particular 
cultural groups that can help the therapists to identify and 
clarify the influence of a therapeutic situation. The 
findings highlight the effectiveness of the MC awareness and 
knowledge training as reflecting by culturally sensitive 
responses for all vignettes on the three MC subscales. 
Unfortunately, the modest increases of the MC training 
group particularly on the MC Variable Identification and 
Quality subscales suggest that the trainees have only begun 
to identify and understand multicultural variables involved 
in a presenting clinical problem. A closer look at the raw 
data revealed that students tended to identify about two 
cultural variables that typically reflected racial, ethnic 
and gender differences, while other cultural variables such 
as economics, acculturation, age and education were cited 
less often. Although they are off to a good start, it 
appears that trainees still view the latter variables as 
less salient cultural factors in the simulated clinical 
cases. However, a significant increase on the Clinical 
Relevance subscale, suggests that students improved in the 
development of a valuable skill. Hypothesizing about the 
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link between the cultural variables and presenting clinical 
problems is an important skill as trainees begin to view 
clinical problems in the context of a client's cultural 
background. 
The current results also relate to the culture specific 
and generic frameworks, which were taught in this course. 
First, the consistent influence of the culture of the 
vignettes upon trainees' responses (as detected by the three 
MC subscales) seems to reflect the MC training group's 
application of the culture specific training model which 
focuses on unique cultural factors such as the communication 
styles, customs, and religious beliefs of various 
subcultures. This pattern held across all three MC 
subscales (Variable Identification, Quality and Clinical 
Relevance) with the MC training group demonstrating the 
highest increases for the African-American and Latin-
American vignettes. Again, these two groups were addressed 
from a cultural specific framework during the last third of 
the semester long course. 
On the other hand, a generic approach views culture as 
a universal phenomenon that is relevant to all counseling 
situations, rather than being important for only certain 
circumscribed groups such as ethnic minority populations. 
In other words, all clients are viewed as part of an 
overriding culture influenced by a combination of MC 
variables. Although there were not substantial gains made 
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on all the MC subscales, the extent to which the MC group 
showed slight gains on two subscales (MC Variable 
Identification and Quality) and significant gains on the 
third (Clinical Relevance) relative to the control group for 
all of the cultural vignettes (White, Latin-American, and 
African-American) at post-test, is consistent with the 
generic framework. 
Development of the M-FCA 
The current findings have several implications for the 
design and future development of the M-FCA. As one of the 
only MC observer-rated measures, the M-FCA seems to have the 
potential for simultaneously evaluating the generic and 
culture specific models of MC training. An endorsement of 
the generic perspective would be reflected by elevations on 
the MC subscales for the White vignettes as well as the 
ethnic minority (Latin-American and African-American) 
vignettes, given that the generic perspective highlights the 
importance of culture in the conceptualization of all 
clinical cases. From a culture specific view, higher scores 
would be expected on the ethnic minority vignettes (i.e., 
Latin-American and African-American) as compared to scores 
on the White vignettes. Again, the culture specific 
framework directly targets underrepresented and marginalized 
groups in mental health service delivery such as Latin-
American and African-American clients 
Structure of the M-FCA 
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Based upon students comments as well as the time 
required to administer the M-FCA, it became clear that the 
M-FCA was too long and that the responses, particularly to 
vignettes presented later in the series, suffered as a 
result. Because of its exploratory nature, the author felt 
the need to keep the original version of the FCA (consisting 
of four vignettes) intact. With the addition of four new MC 
vignettes, the M-FCA took too long to complete and probably 
frustrated the students. Two specific recommendations are 
offered to improve this measure. 
First, the number of vignettes should be reduced. 
Given the high intercorrelations among the responses to 
vignettes within cultural groups, it is suggested that the 
eight vignettes be reduced to six vignettes (two for each 
cultural group). It is possible that the richness and 
complexity of the responses of the case vignettes will 
improve once the number of vignettes is reduced. 
Second, the Latin-American and African-American 
vignettes were developed by adding MC contexts and details 
to the original (White) clinical case vignettes of the FCA. 
To allow for comparability across ethnic minority and White 
vignettes, an effort was made to keep the clinical content 
of the vignettes in their original form. Obviously this 
method increased the length of the ethnic minority 
vignettes, and likely added to the fatigue of the subjects. 
Future efforts might reduce some of the contextual 
information included in each vignette to pare down the 
measures. 
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Finally, with more measurement development and pilot 
testing, other cultural groups (i.e., lesbians, Asian-
Americans) could be targeted in M-FCA case vignettes to 
evaluate the relative effectiveness of the culture specific 
and generic training models. For example, the use of 
several vignettes focusing only on one cultural group such 
as Asian-Americans or Latin-Americans will make the M-FCA 
more useful for assessing the outcome of culture specific 
training programs. Similarly, the questions or prompts 
after each vignette can also be refocused to evaluate 
specific training goals. 
Reconstruction of the M-FCA Subscales 
A related issue involved the high intercorrelations 
among the three MC subscales of the M-FCA. The subscales 
were moderately correlated across all vignettes, which 
suggests that these subscales may not be measuring distinct 
aspects of MC case conceptualizations, but one general 
construct of multicultural sensitivity. For example, a 
closer examination of the scoring of the Quality and 
Clinical Relevance subscales shows that the quality of the 
descriptions is usually related to how well the respondents 
link the MC variables to the presenting problems. Even 
though the ratings of the three MC subscales are more or 
less directly based upon the cultural variables identified 
in the MC Variable Identification subscale, these scales 
were initially conceived to tap different aspects of MC 
sensitivity. Richer and stronger case conceptualizations 
were expected to emerge in this study and to more fully 
distinguish the ratings of each scale. However, given the 
limited gains in students' MC conceptualizations, the 
distinctions in the rating scales are less clear and 
somewhat blurred. 
Two specific solutions to this issue are proposed. 
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First, more work on better defining and differentiating the 
unique aspects of the three MC subscales of the M-FCA is 
needed. A closer look at how the coders were trained on 
these subscales may also be needed to refine the 
distinctions among the components of MC sensitivity in case 
conceptualizations. Although coders were trained to rate 
each scale individually, it is likely that ratings for each 
of the three scales influenced one another. Allowing the 
raters to score all the subscales at once for each vignette, 
instead of scoring one scale at a time across all vignettes, 
could be related to the poor discriminant validity. 
The second solution is to measure MC sensitivity with 
a composite score which combines the ratings of the three MC 
subscales. Instead of three separate subscales, a "MC 
sensitivity" composite score will reflect the extent to 
which trainees describe and link identified cultural 
variables to the presenting problem in a case 
conceptualization. Future work is needed to determine 
whether only one subscale is necessary to evaluate the 
effects of MC training. 
Development of the Training Course 
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The findings on both the MAKSS and the M-FCA subscales 
support offering MC education as part of a university 
curriculum. Several useful aspects of this course were 
identified by students' evaluations and feedback. First, 
students reported that the seminar format of the course, in 
which they were responsible for structuring class 
discussions as student facilitators, was very helpful. 
Second, the class assignments and examinations, emphasizing 
distinct cultural factors involved in clinical cases, 
provided students with an opportunity to integrate MC 
material with traditional psychotherapy theories. The 
opportunity to improve their MC conceptualization skills 
through rewriting assignments encouraged them to persevere 
in mastering this complex material. Third, a clearly 
articulated strength based approach of this course, 
exploring and understanding the role of culture in 
psychotherapy, seemed to facilitate the students' learning 
and motivation. Finally, students found that the 
construction of their own multicultural family genogram 
(Estrada & Haney, in press) was helpful in increasing the 
relevance of and their interest in the course. 
Although there were several strengths of this course, 
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there are also several areas needing improvement. First, 
including both generic and culture specific frameworks in 
the same course may be overly ambitious. Two separate 
courses could be easily offered. The first course could 
serve as a starting point to introduce the concept of 
multiculturalism via the generic perspective. This course 
could then be followed by a culture specific course 
exploring and focusing on one or two particular cultural 
groups such as African-Americans, lesbians, or recently 
immigrated Asian-Americans. such a course could effectively 
train therapists who plan to specialize or exclusively treat 
one cultural group. 
Second, although the seminar format seemed to be very 
helpful in increasing trainees' MC understanding, the large 
number of students (about 25-30) seemed to hinder the amount 
of material that could be covered in a class period. Also, 
the large group limited opportunities for the students to 
process and discuss MC cases within the context of their own 
cultural background. Finally, the high enrollment provided 
the instructors less contact time with each student. A 
limited enrollment of 15 students seems ideal for offering 
this course. 
Effects of Training on Systemic Case Conceptualization 
Since neither the MC or personality course focused on 
systems theory, it was expected that there would be no 
changes by either group in systemic thinking abilities as 
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measured by the three family subscales of the M-FCA 
(Component Structure, Interpersonal Focus and System 
Membership). However, two surprising findings are briefly 
discussed. First, the MC training group significantly 
increased in their ability to systemically link individuals 
to the presenting problems as measured by the Interpersonal 
Focus subscale. It appears that the MC training course made 
trainees more aware of the many systems that can be involved 
in the conceptualization of clinical cases possibly through 
discussions about gender roles, family roles, generational 
differences and community traditions among different 
cultural groups. Students in the MC training course were 
taught to understand the individual within the context of 
their cultural background. This perspective likely guided 
students to look beyond those individuals directly involved 
in the presenting issues of the case vignettes to identify 
other individuals of systems indirectly involved, which 
probably improved scores on the Interpersonal Focus 
subscale. 
Second, the MC training group significantly decreased 
in their ability to identify temporal and causal components 
of the presenting problems (i.e., Component Structure 
subscale). Before training it appeared that students 
related the components of the presenting problems to each 
other in a more simple linear fashion with only a few 
temporal links. Linear thinking is the beginning stage of a 
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systemic conceptualization, which culminates in 
understanding problems from a circular causality model. One 
result of MC training is that the MC training students' 
conceptualizations of presenting problems become more 
complex. Students begin to understand the complex and 
interactive relationships of cultural variables (i.e., race, 
ethnicity, generational status, gender roles) upon 
presenting problems. In an attempt to capture this 
complexity, students may be less likely to link these 
cultural variables in a linear or temporally related way, 
but instead relate them in a way that does not fit this 
scale. 
Effects of Training on Empathy 
While it is clear that perspective taking skills are 
critical in becoming a MC competent therapist, empathic 
understanding and MC competence were conceptualized as 
distinctly different therapy skills. Although empathy is an 
important skill to have as a therapist, generalized 
perspective taking (empathic understanding) cannot replace 
cultural sensitivity. Contrary to Pedersen, Howill and 
Shapiro's (1978) study which found increased levels of 
empathic understanding among trainees dealing with simulated 
ethnic minority clients, both the treatment and the control 
groups in this study showed no increases in their levels of 
empathic understanding. 
Instead of focusing on empathy skills, the MC training 
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course emphasized diverse models of conceptualizing cases 
that included an awareness of the trainees' own culturally 
bound belief systems. The results suggested that the 
conceptualization of presenting problems and clients within 
a MC context is quite distinct from empathic understanding. 
study Implications 
This study makes several unique contributions to the 
research, education, and practice of multiculturalism. This 
project was a first step in developing an observer rated MC 
conceptual and perceptual skills measure, the M-FCA. This 
research follows the recommendation of Kniskern and Gurman 
(1988) that therapy training studies need to evolve from 
self report measures towards more objective assessments of 
trainees' conceptual understanding of theory and their 
perceptual conceptualizations of presented case material. 
The findings in the present study on the MAKSS and the 
M-FCA Clinical Relevance subscale provide converging self-
report and observer rated evidence of improvements in 
targeted MC conceptual and perceptual skills as a result of 
training. Not only did students report a more developed 
sense of MC awareness and knowledge, but also applied these 
skills in a clinically meaningful way. Further, trainees 
demonstrated gains in their MC conceptualizations of cases, 
especially when provided more information about the cultural 
backgrounds of the clients. In contrast, the results appear 
to suggest that an increase in levels of empathy skills may 
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not be required in the conceptualization stage of MC 
therapy. Trainees seem to be able to respond to case 
vignettes in a culturally sensitive manner without similar 
increases in empathic perspective taking. It may be that 
empathy skills are more useful in assisting the execution of 
more sensitive multicultural therapy, but that they are not 
necessarily crucial in the conceptualization of clients and 
presenting problems from a MC perspective. Further work is 
needed to distinguish MC sensitivity from empathic 
perspective taking. 
In addition, the impact of this study may hold promise 
for more advanced therapists and supervisors to become 
multiculturally competent. Since a group of inexperienced 
undergraduates were able to conceptualize cases from a 
cultural perspective, it seems quite possible that this 
approach has the potential for training more advanced 
therapists. In addition, supervisors in therapy training 
situations may also be encouraged by these findings toward 
integrating multiculturalism into their supervision of 
beginning therapists. 
Finally, this study may inspire more MC training 
studies that will provide empirical weight to the existing 
theoretical literature about MC therapy. It is only through 
more empirical research that multiculturalism can become a 
legitimate issue in psychology. 
Limitation of This study 
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The current study is not without its limitations. 
First, random samples were not obtained for the MC training 
and control groups. Because this was a study of students 
enrolled in particular courses, the author had to compare 
intact groups of students who decided to enroll in each 
course in the study. In addition, another section of 
counseling psychology was not available to serve as a 
control group during the same semester. As a result, the 
author recruited a personality theory course in which much 
of the same theoretical orientation material was presented. 
A second challenge involves the paucity of existing MC 
measures. The author was pressed to develop a measure of MC 
competency (M-FCA) in order to objectively and directly 
assess case conceptualization skills. Because this measure 
is new and untested, there were concerns about its validity. 
More MC training studies are needed to examine the construct 
validity and reliability of the M-FCA as a measure of MC 
conceptualization abilities. In addition, the large number 
of vignettes may have annoyed and fatigued the students and 
thus negatively affected their responses on several of the 
vignettes on both the M-FCA and the Empathic Understanding 
measure. Although the author shuffled the order of the 
presentation of the vignettes to address potential order and 
fatigue effects, it is likely that the responses gathered in 
the present study under-represented trainees' competencies 
is unclear. 
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The population examined also limits the external 
validity of the present findings. The subjects in this 
study were undergraduate students enrolled in a course on 
counseling psychology with a MC emphasis. None of the 
students had prior experience in treating clients in therapy 
or in conceptualizing clinical cases using a traditional 
theoretical model of psychology, let alone from a 
multicultural perspective. In addition, MC sensitivity 
skills were assessed by hypothetical clinical vignettes. 
Thus, the generalizability of the findings is restricted and 
awaits future investigation. 
Future Directions 
The findings of the present study have provided 
directions for future training evaluations. First, it may 
be useful to replicate this study based upon the behavior of 
therapists in actual client situations or in simulated 
situations. This investigation would offer critical data on 
how MC trained therapists technically apply acquired MC 
awareness, knowledge and case conceptualization skills in 
actual therapy situations. This study would take MC 
training to the next level of Pedersen's three stage culture 
centered model (1993), by teaching and examining MC 
practical (executive) skills that follow awareness 
(perceptual) and knowledge (conceptual) skills. 
Future training studies should also include more 
diverse samples of trainees from different ethnic minority 
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groups. Given their life experiences, ethnic minority 
students may have some advantages in learning and applying 
MC sensitivity in case conceptualizations. Unfortunately, 
in this study there were not enough ethnic minority subjects 
to formally address this question. 
The current MC training program provided a useful 
structure for training MC sensitivity and competence using 
Pedersen's culture centered model. The findings of this 
study highlight the importance and utility of consistently 
integrating cultural concepts throughout courses and the 
importance of formal evaluation to document the impact of 
training. In addition, the present findings also suggest 
the utility of Pedersen's theory of MC competency 
development. One strength of Pedersen's culture centered 
approach is that it is efficient, portable and can be 
evaluated in a variety of professional contexts including 
graduate training programs, clinical practice and internship 
sites. This evaluation model not only applies to classroom 
training, but with more evaluative studies, can be 
effectively employed in a range of training and practice 
situations. It is in this way that multiculturalism, the 
"fourth force" in psychology and psychotherapy, can begin to 
be realized. 
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This is a study on training counselors. The information 
collected today is confidential, and will only be seen by 
the qualified investigators involved in this project. In 
addition, the information will be anonymous. All measures 
will be coded by number, not by name. We are interested in 
group performances. Your performance on these measures will 
not be analyzed individually, and will not affect your grade 
in this course in any way. This experiment is completely 
voluntary. You may discontinue your participation in this 
project without penalty, for what ever reason, at any time. 
This study is being conducted under the supervision of Dr. 
Ana Estrada of the Psychology Department of Loyola 
University Chicago. 
Please feel free to ask any questions. Once again, thank you 
for your participation in this project. 
Sincerely, 
Scott Juarez P.I. 




MULTICULTURAL AWARENESS, KNOWLEDGE and SKILL SCALE (MAKSS) 
MULTICULTURAL QUESTIONNAIRE 




Residence -- State: 
Educational Level: 
Occupation: 
Annual Family Income (check one): 
Less than $10,000 
$10,000 - $19,000 




$50,000 - $59,000 
$60,000 - $69,000 
$70,000 - $79,000 
$80,000 - $89,000 $30,000 - $39,000 
$40,000 - $49,000 ~~~~More than $100,000 
1. Culture is not external but is within the person. 
Strongly 
Disagree 
Disagree Agree strongly 
Agree 
2. One of the potential negative consequence about gaining 
information concerning specific cultures is that 
students might stereotype members of those cultural 
groups according to the information they have gained. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
3. At this time in your life, how would you rate yourself 
in terms of understanding how your cultural background 
has influenced the way you think and act? 
Very limited Fairly Aware Very Aware 
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4. At this point in your life, how would you rate your 
understanding of the impact the way you think and 
act when interacting with persons of different cultural 
backgrounds? 
Very limited Fairly Aware Very Aware 
5. How would you react to the following statement? While 
counseling enshrines the concepts of freedom, rational 
thought, tolerance of new ideas, and equality, it has 
frequently become a form of oppression to subjugate 
large groups of people. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
6. In general, how would you rate your level of awareness 
regarding different cultural institutions and systems. 
Very limited Limited Fairly Aware Very Aware 
7. The human service professions, especially counseling 
and clinical psychology, have failed to meet the mental 
health needs of ethnic minorities. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
8. At the present time, how would you generally rate 
yourself in terms of being able to accurately compare 
your own cultural perspective with that of a person 
from another culture? 
Very Limited Limited Good Very Good 
9. How well do you think you could distinguish 
"intentional" from "accidental" communication signals 
in a multicultural counseling situation? 
Very Limited Limited Good Very Good 
10. Ambiguity and stress often result from multicultural 
situations because people are not sure what to expect 
from each other. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
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11. The effectiveness and legitimacy of the counseling 
profession would be enhanced if counselors consciously 
supported universal definitions of normality. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
12. The criteria of self-awareness, self-fulfillment, and 




Disagree Agree Strongly 
Agree 
13. Even in multicultural counseling situations, basic, 
implicit concepts, such as "fairness" and "health," are 
not difficult to understand. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
14. Promoting a client's sense of psychological 
independence is usually a safe goal to strive for in 
most counseling situations. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
15. While a person's natural support system (i.e., family, 
friends, etc.) plays an important role during a period 
of personal crisis, formal counseling services tend to 
result in more constructive outcomes. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
16. How would you react to the following statement? In 
general, counseling services should be directed toward 




Disagree Agree Strongly 
Agree 
17. Counselors need to change not just the content of what 
they think, but also the way they handle this content 




Disagree Agree Strongly 
Agree 
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Disagree Agree Strongly 
Agree 
19. How would you rate your understanding of the concept 
of "relativity" in terms of the goals, objectives, and 
methods of counseling culturally different clients? 
Very Limited Limited Good Very Good 
20. There are some basic counseling skills that are 
applicable to crate successful outcomes regardless of 











At the present time, how would 
understanding of the following 
"Culture" 
Very Limited Limited 
"Ethnicity" 
Very Limited Limited 
"Racism" 
Very Limited Limited 
"Mainstreaming" 
Very Limited Limited 
"Prejudice" 
Very Limited Limited 
"Multicultural Counseling" 
Very Limited Limited 
"Ethnocentrism" 























Very Limited Limited Good Very Good 
29. "Contact Hypothesis" 
Very Limited Limited Good Very Good 
30. "Attribution" 
Very Limited Limited Good Very Good 
31. "Transcultural" 
Very Limited Limited Good Very Good 
32. "Cultural Encapsulation" 
Very Limited Limited Good Very Good 
33. What do you think of the following statement? Witch 
doctors and psychiatrists use similar techniques. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
34. Differential treatment in the provision of mental 




Disagree Agree Strongly 
Agree 
35. In the early grades of formal schooling in the United 
states, the academic achievement of such ethnic 
minorities as African Americans, Hispanics, and Native 
Americans is close to parity with the achievement of 
White mainstream students. 
strongly 
Disagree 
Disagree Agree Strongly 
Agree 
36. Research indicates that in the early elementary school 
grades girls and boys achieve about equally in 
mathematics and science. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
37. Most of the immigrant and ethnic groups in Europe, 
Australia, and Canada face problems similar to those 
experienced by ethnic groups in the United states. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
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38. In counseling, clients from different ethnic/cultural 
backgrounds should be given the same treatment that 
White mainstream clients receive. 
strongly 
Disagree 
Disagree Agree Strongly 
Agree 
39. The difficulty with the concept of "integration" is its 
implicit bias in favor of the dominant culture. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
40. Racial and ethnic persons are underrepresented in 
clinical and counseling psychology. 
Strongly 
Disagree 
Disagree Agree Strongly 
Agree 
41. How would you rate your ability to conduct an effective 
counseling interview with a person from a cultural 
background significantly different from your own? 
Very Limited Limited Good Very Good 
42. How would you rate your ability to effectively assess 
the mental health needs of a person from a cultural 
background significantly different from your own? 
Very Limited Limited Good Very Good 
43. How would you rate your ability to distinguish "formal" 
and "informal" counseling strategies? 
Very Limited Limited Good very Good 
44. In general, how would you relate yourself in terms of 
being able to effectively deal with biases, 
discrimination, and prejudice directed at you by 
client in a counseling setting? 
Very Limited Limited Good Very Good 
115 
45. How well would you rate your ability to accurately 
identify culturally-biased assumptions as they relate 
to your professional training? 
Very Limited Limited Good Very Good 
46. How well would you rate your ability to discuss the 
role of "method" and "context" as they relate to the 
process of counseling? 
Very Limited Limited Good Very Good 
47. In general, how would you rate your ability to 
accurately articulate a client's problem who comes from 
a cultural group significantly different from your own? 
Very Limited Limited Good Very Good 
48. How well would you rate your ability to analyze a 
culture into its component parts? 
Very Limited Limited Good Very Good 
49. How would you rate your ability to identify the 
strengths and weaknesses of psychological tests in 
terms of their use with persons from different 
cultural/racial/ethnic backgrounds? 
Very Limited Limited Good 
50. How would you rate your ability to critique 
multicultural research? 




MULTICULTURAL SUPPLEMENTAL KNOWLEDGE SCALE 
Multicultural Counseling Scale 
Directions: Below are several statements related to 
Multicultural counseling and psychotherapy. Please write 
and "F" for false or a "T" for true in the blank preceding 
each of the following statements. 
1. All cultures value independence and individuality. 
2. It is important for therapists to gain knowledge 
about their own culture. 
3. Directive counseling is the treatment of choice for 
all ethnic minority groups. 
4. Involving the family in treatment is considered an 
important supplement to traditional individual 
counseling. 
5. The most effective Multicultural counselors are 
those that study and specialize in treating one 
ethnic minority group. 
6. A counselor that is of the same culture as the 
client is always the best choice for successful 
therapy. 
7. Gender roles are constructed by the myths and 
assumptions held by one's family, teachers, peers 
and society. 
8. Most traditional psychological therapies have been 
constructed with theories for treating women. 
9. Gender roles are largely biological behaviors that 
differentiate the sexes. 
10. An acculturated person is one who has maintained 
their native cultural beliefs and traditions while 
living in another culture. 
11. Multicultural counseling training is primarily 
aimed at White counselors dealing with culturally 
diverse populations. 
12. It is important to be trained in Multicultural 
counseling even if you are only going to see 
Caucasian clients. 
13. Culture is defined by two components- race and 
ethnicity. 
14. To a behaviorist, understanding the origins of · 
personal problems is not essential for behavior 
change. 
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15. Behavior therapists are active and directive with 
clients in therapy. 
16. According to Cognitive Behavior Therapy, it is 
important to be desired and loved by others. 
17. Ellis believes that it is our beliefs about events 
that cause emotional disturbances. 
18. RET stresses the importance of unconditional 
positive regard towards a client. 
19. Gestalt therapy is very structured. 
20. Rogers stressed the use of many structured 
techniques. 
21. Unconditional positive regard refers to accepting 
clients as worthy persons. 
22. Transference is the core of person centered 
therapy. 
23. Empathy involves understanding the internal frame 
of reference of another person. 
24. The goal of psychoanalytic therapy is to make the 
unconscious conscious. 
25. The past is not important in psychoanalytic 
therapy. 
26. Feelings and fantasies about others that are 
shifted onto the therapist are known as 
transference. 
27. According to object relations theory, the goal of 
treatment is to diminish bad objects. 
28. Splitting allows one to separate conflicting 
feelings they may have towards another person. 
29. Object relation therapists place a great deal of 
emphasis on the sexual stages in early development. 
30. Among members of this community the term 
"homosexual" is preferred over "gay." 
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31. The "coming out" process is an important but very 
stressful step in claiming a positive gay identity 
and self esteem. 
32. Internalized homophobia has a significant influence 
on the rates of drugs among both gays and lesbians. 
33. Lesbians find it much more difficult to be involved 
in raising children than gay males. 
34. American Indians typically view mental health in 
more spiritual and holistic terms. 
35. Unlike other minority cultures American Indians do 
not share the status of "aliens" in this country. 
36. It is very easy for urban American Indians to 
reenter the reservation community. 
37. Researchers have found that most Indians do not 
like to work on individual changes without the 
influence of their own tribal conditions. 
38. African Americans have a strong sense of family. 
39. Religion does not play a large role in lives of 
African Americans. 
40. By the year 2000, Hispanics will become the largest 
minority in the U.S. 
41. The Latino culture is comprised of people from 
Mexican, Puerto Rican and South American 
backgrounds. 
42. Traditional Asian culture holds the mother in a 
place of power and high regard. 
APPENDIX C 
MULTICULTURAL FAMILY CONCEPT ASSESSMENT (M-FCA) 
M-FCA VIGNETTES: FORM A 
(A) 1. Lee is a 35 year old, who says he has intense 
anxiety, feels he is a coward and has not achieved his goals 
in life. Basically, he is efficient as a supermarket 
employee, but has been afraid to advance. More importantly he 
has not married or had children which he feels is necessary to 
be a "normal, mature male." 
Lee was hospitalized for the first time a year ago after 
a sudden onset of depression and anxiety during which he was 
terrified that he was "losing his mind." He recovered from 
the acute symptoms, but feels that since then, he has just not 
been himself. He has become serious, unable to "hang out" 
with the guys at work, and uncomfortable with old friends, 
women and customers. He says he avoids being with people 
socially because he is constantly burdened with his problems. 
He stays away from his family because if they knew how anxious 
and withdrawn he was, it would "kill them," especially his 
diabetic mother. 
While he used to be the "life of the party." he now 
retreats to his apartment and spends time with a girlfriend he 
had formerly "dropped." He says he doesn't find her 
particularly beautiful or interesting, but her presence 
reduces his anxiety. They have a sexual relationship, but he 
is afraid she wants to marry him. He had loved and wanted to 
marry another woman, but she ended the relationship shortly 
after he was hospitalized. He blames himself for not being 
enough of a man to keep her. He sees himself as a coward who 
avoids fights by begging people to back off and not hurt him. 
Ever since his youth, his older brother would push him aside 
and deal with any danger or aggression from others. Lee was 
grateful, but at times felt overwhelmed with inferior and 
jealous feelings toward the brother. The only exception was 
about a year ago when his brother experienced a mental 
collapse which resembled an acute psychotic episode in which 
his brother tried to strangle his girlfriend. Lee subdued his 
brother. Although Lee was extremely shaken up by his 
brother's rage,he physically restrained his brother to protect 
the girlfriend. Lee reports that his brother was briefly 
hospitalized, got better, married the girlfriend and is back 
to being a strong individual. 
Lee finds he is unable to get himself "back on the 
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track." His goal is to get rid of his anxiety and 
preoccupation with his depression. He wants to get himself 
back to the way he was, and then form a family. 
(A) 2. Paul, age 18, has been hospitalized for a sudden 
"breakdown" during his second semester of college. He lost 
all interest in his studies and friends and felt completely 
unable to handle things or make decisions. He was unable to 
concentrate, felt that he was failing and falling terribly 
behind in his work. He also thought that his friends saw how 
different and weak he was in comparison to them. He became 
unable to sleep for nights on end or would wake up screaming 
and terrified in the middle of the night. He progressively 
deteriorated until he became obsessed with the notion that he 
"had to kill himself or the campus police would arrest him and 
publicly execute him as an example of what happens to 
"hopelessly abnormal men. Paul's dorm counselor spoke with 
his parents who felt they had to take him home. 
His parents reported that at home he was obstinate, 
brooded and had impulsive outbursts in which he would smash 
dishes and set fires. His parents remarked that he seemed to 
lack all feeling for them. Before the hospitalization, Paul 
became convinced that a bomb was set to go off in his parents' 
basement. He said strange forces were twisting his thoughts. 
Mother and father felt that before Paul's illness, they 
had been a "happy, affectionate, and generally quiet family 
which never wasted words." They reported that until Paul's 
breakdown, there had been no tension in the house. Both 
parents had just worked themselves very hard so that their 
only son could have a good life. Father pointed out that he 
thought mother may have even endangered her health by working 
the night shift. She would then come home and sleep on the 
living room couch. Father would encourage her to come to bed, 
but she said she would rather not wake anybody and needed to 
be available whenever Paul awoke. 
Mother reported Paul was a pleasant child who played 
happily by himself. Although Mother had to remind Paul that 
he shouldn't be so serious and think so much, there was no 
indication that he would ever get so emotionally disturbed. 
Both parents agreed that they had done their best job with him 
and had no reason to blame themselves. Mother said Paul was 
a bit like his father who never let on what he wanted. Mother 
thought that actually Paul didn't know what "real" problems 
were, so he was probably making things up just to think about. 
Paul's parents said they wished Paul would "get back on 
the track" because right now they felt their lives were taken 
up by his difficulties. Mother visited him daily, Father 
bought him several things and both parents were so concerned 
that they spent a great deal of time trying to understand and 
decide how best to deal with Paul's problem. 
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(A) 3. Lori is a 15 year old girl referred for treatment by 
the police. She has been involved in numerous "petty" crimes 
such as shoplifting, destroying public property and possessing 
small amounts of marijuana. Lori feels hateful toward ·her 
mother and thinks she should never have had children if she 
didn't want to take care of them. 
Lori doesn't care much for school either, and states that 
the teachers are "dopes" who don't care about students or what 
they want. She only likes hanging around with her friends. 
Lori recently stole money from a cash register, ran away 
to another state and was picked up by the police. Her mother 
finally refused to take responsibility for her and said Lori 
was "unmanageable". She suggested bitterly that the police 
call Lori's father who frankly had "gotten off easy by leaving 
her with all the headaches". Father agreed, albeit angrily, 
to probation conditions in order to keep Lori out of juvenile 
court. The conditions included father visiting Lori and 
checking with mother to see that Lori was keeping regular 
hours, going to school and not having any episodes of 
stealing. If she violated these conditions, both the parents 
would contact the probation officer. 
(A) 4. Ed and Nan have been married for four years. Ed 
contends that Nan constantly "nags" him and interferes with 
his desire to be a long distance trucker. He threatens that 
if she continues the nagging, he won't be able to stand it. 
Nan believes Ed is selfishly concerned with his own desires. 
He belongs at home with his wife, not on the road where he 
would be around men, who "run around" with all kinds of women. 
She threatens that if he insists on being a trucker that would 
be the end of the marriage. 
Nan states that she resents that Ed loved another woman 
before her and that he had been divorced. She claims that she 
has only loved him, but doesn't love the kind of guy who runs 
around. He talks painfully about the hurt when his first 
marriage ended in bitter discord and warns Nan to "st~y the 
hell in line". He married Nan shortly after his divorce. She 
was overweight at the time and has gained close to 100 pounds 
in the four years they have been married. She claims Ed finds 
her unappealing, but he insists he doesn't even notice or 
certainly care about the weight. He often buys her clothing 
as gifts, and she feels this is subtly malicious. He counters 
her by calling her an "ungrateful nag". 
During the first two years of their marriage, Ed 
frequently got drunk, would fly into a rage, and beat Nan. 
She reported that she was passive, like she thought a "good 
wife" should be, but he kept beating her. She finally 
complained to her father and said she wanted to leave, but he 
told her to go back to her husband. The rage continued until 
she became so frightened of being hurt she called the police 
who arrested Ed. Following the arrest, Ed went for 
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psychiatric care, was put on medication, and has not struck 
Nan since. She decided her action was more effective than her 
passivity and has remained more assertive since then. Ed says 
that this shows what a "nag" she is. She tells him how to run 
his life, tells him he is unmanly for depending on medication, 
and questions everywhere he goes. Nan says she has to remain 
assertive because he may get vicious again. Ed says he can't 
think of one happy feeling towards his wife any more. 
(A) 5. Mrs. P. seeks therapy for herself after having 
several uncharacteristic "explosions" at her husband's 
children (ages 31, 28 & 26) who were visiting from the West 
Coast. She thinks she habitually provokes these fights, by 
casual teasing and offering well intentioned suggestions. 
Although she has never exploded at people before, she has 
always been very sensitive to others not taking her desire to 
help seriously. She needs continuous feedback that her 
opinions are worthwhile and that she is valued. She 
remembered her mother, who died when Mrs. P. was 15, as cold 
and unavailable. 
Presently, Mrs. P. feels disappointed that her husband's 
children criticize her for being intrusive, doting and taking 
too many liberties with them. She perceives herself as being 
warm and friendly in her efforts to get to know them and 
therefore can't understand why they reject her. They call her 
names, mimic her thick Puerto Rican accent, and will even talk 
in front of her as if she cannot understand them. She is 
unable to handle her feelings when she senses rejection. Mr. 
P. told her to stop bringing up angry issues concerning his 
children's treatment of her during their engagement three 
years ago. She was particularly upset with herself for 
provoking her husband who is typically peaceful and doesn't 
ever take sides. She feels terrible that her problems are 
affecting him this way. 
She says she has always been very upset when other people 
are angry with her and even remembers hovering in a corner 
when her father reprimanded her. She often had childhood 
fantasies of running away to another town and never being 
scolded again. But she was always too frightened to put her 
"plan" into action. 
Mrs. P. is very puzzled because she has no similar 
problems with her own children, and she gets along with them 
quite well. In every other way, Mr. and Mrs. P. have a very 
satisfying marriage, especially compared to their former 
marriages. Hers ended in a bitter divorce which left her 
lonely, rejected and feeling a failure as a woman. She states 
that her husband was a traditional Puerto Rican man with very 
rigid expectations and standards for the marriage. Mr. P's 
first wife had been under long term psychiatric care until she 
overdosed on sleeping medication. Mrs. P. hopes that therapy 
will help her control, understand and accept herself better. 
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(A) 6. Maria, is an 18 year old Puerto Rican woman who 
became suddenly symptomatic after graduating high school and 
moving to another city. She became extremely agitated, began 
roaming the streets all night and was plagued by the feeling 
that she had done "something awful. " She was aware of a 
periodic high pitched ringing in her ears which she took as a 
"signal" to stop whatever thoughts were on her mind at that 
moment. Whenever this "signal" came on, she would start 
reciting jingles or singing loudly to drown out and distract 
her thoughts. She would then insult herself for her "wrong 
and foolish" thinking and devise punishments to keep herself 
"in line." She would dig her nails into her arm or hold her 
breath until she felt she could trust herself enough to resume 
thinking "correctly." She would assure herself by saying 
aloud -- "Now that's enough, Maria, I hope you have learned 
your lesson." 
one afternoon as she was carting groceries home, she was 
struck by the thought that her parents were destroyed and 
their souls were gossiping about her. She felt compelled to 
take a train home that evening. She marched into her parents' 
living room, announced that she had been "born in the wrong 
era, 11 threw her mother to the floor and began kicking her. 
Father subdued Maria and was appalled at this disrespect and 
hostility for her mother, even if Maria couldn't control 
herself. 
Her mother believes that Maria's illness is her 
punishment for leaving home and moving away from her family. 
She stated that her daughter has always been too independent, 
stubborn and closed off to her family. She knew it was a 
foolish decision for Maria to move to the city, but hopefully 
now she will see her mistake and let her family take care of 
her. Maria's mother believes that her daughter really "needs 
to be home with her family" to get well. 
Both parents said they would do anything for their 
children, yet Maria constantly put her friends first and hurt 
them by never considering their feelings. Despite all their 
efforts, she constantly shut out her parents. In one sense, 
they were not completely surprised that her imagination 
finally "got the better of her." Maria always had few 
responsibilities at home, never had to work for money, and 
perhaps had nothing better to do then dream up all kinds of 
thoughts. 
Her father feels that Maria was too young to make it on 
her own, especially without a husband to take care of her. It 
is not right for a young girl to live by herself. He also 
feels his daughter should come home, yet she should come as a 
respectful person, not raging at the only people who would 
stick by her. Maria's mother reported that her father called 
her several times a week after she moved, just to chat about 
news from home and to find out how she was doing. Father said 
he felt ashamed and withdrew in sadness and disbelief when he 
saw Maria behaving like this. He could not understand how his 
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daughter could behave like this after growing up in such a 
close family. 
(A) 7. Kevin's mother has requested treatment for her son, 
age 17, whom she described as "unmanageable". He is being 
expelled from school because of poor grades, numerous 
absences, and unfinished assignments. His teachers feel he is 
bright, capable, and most engaging, but he is uncooperative 
and resists help. He often begins to make efforts to improve, 
but then invariably slips back again. His behavior around the 
neighborhood has also been problematic. He gets into street 
fights, destroys public property and has begun to steal 
things. School officials are worried about the peer group 
Kevin hangs around with and fear he may be affiliated with a 
gang. 
Kevin is the oldest son in a large African American 
family with six children. His parents were divorced three 
years ago after bitter fighting and disputed litigation 
including a child support disagreement. Mother reports that 
at home Kevin can be helpful and responsible, but lately he 
has become very rude and disrespectful towards her. He will 
erupt and become provocative, especially when her boyfriend is 
due to come over. Kevin will taunt his siblings and then 
physically threaten his mother when she tries to intervene. 
Mother becomes so enraged and fearful that she has to call 
Kevin's father to restrain him and remove him from the house 
to "cool off" for a few days. This usually does not last 
long because Kevin will usually provoke his dad by not 
cleaning up, or stealing keys or money. They inevitably wind 
up in a verbal battle, Kevin storms out and returns home. 
Mother says she is currently at her "wits end" in trying 
to handle Kevin. She feels that he was even troublesome as an 
infant and has remained a behavior problem since then. She is 
most discouraged that Kevin's father is not there for him. 
(A) 8. Ron and Kimberly are an inter-racial couple who have 
been married for almost ten years. Currently, they are 
concerned that their marriage may not last. Recently, Ron has 
gone through a lot of changes by becoming a full time police 
officer. As a rookie, he has to work long hours and change 
shifts from week to week. Frequently, he claims he is very 
tired and irritable, and does not feel sexually attracted to 
his wife. Kimberly asks him about his work and says that she 
wants to be helpful. Ron calls her intrusive and she resents 
being shut out. Kimberly says this change surprises her 
because they have always been very communicative and connected 
to one another. Although she is trying to remain supportive of 
Ron's new career, she finds herself becoming increasingly 
withdrawn and depressed. Kimberly is worried that Ron is not 
in love with her anymore and that he may be seeing someone 
else. 
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Ron states that he is under a lot of pressure, and that 
he is trying to do his best at work. He feels that Kimberly 
undermines his efforts, does not trust him, and spends too 
much time keeping tabs on him. In addition, Kimberly spends 
too much of her time complaining to her family who have always 
opposed her marrying a black man. 
Both Ron and Kimberly agree that shortly after they were 
married, their sexual relationship deteriorated. Suddenly, 
Kimberly lost all interest and their sexual relationship came 
to a halt. Although the couple was extremely frustrated and 
confused, they were too embarrassed to discuss the issue 
openly. Only recently did Kimberly learn that Ron had a brief 
affair with a co-worker during that troubling time. Ron 
claims that Kimberly intentionally overlooked the affair in an 
effort to avoid confronting their sexual problems. Although 
Ron feels badly about their current difficulties, he is unable 
to respond to Kimberly's sexual advances. When she reaches 
out to him sexually, he rejects her and says that it would be 
forced and artificial. He wishes Kimberly would stop trying 
so hard and build a life of her own. Kimberly feels 
discouraged about her marriage and is considering moving back 
to her parents house for awhile. 
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M-FCA VIGNETTES: FORM B 
(B)l.Mrs. T. seeks therapy for herself after having several 
uncharacteristic "explosions" at her husband's children. (ages 
26, 29 & 30) who were visiting from the West Coast. She 
thinks she habitually provokes these fights by casual teasing 
and offering well intentioned suggestions. Although she has 
never exploded at people before, she has always been very 
sensitive to others not taking her desire to help seriously. 
She needs continuous feedback that her opinions are worthwhile 
and that she is valued. She remembered her mother, who died 
when Mrs. T. was 15, as cold and unavailable. 
Presently, Mrs. T. feels disappointed that her husband's 
children criticize her for being intrusive, doting and taking 
too many liberties with them. she perceives herself as being 
warm and friendly in her efforts to get to know them and 
therefore can't quite understand their rejection of her. She 
is unable to handle her feelings when she senses rejection. 
Mr. T. told her to stop bringing up angry issues concerning 
his children's treatment of her during their engagement three 
years ago. She was particularly upset with herself for 
provoking her husband who is typically peaceful and doesn't 
ever take sides. She feels terrible that her problems are 
affecting him this way. 
She says she has always been very upset when other people 
are angry with her and even remembers hovering in a corner 
when her father reprimanded her. She often had childhood 
fantasies of running away to another town and never being 
scolded again. But she was always too frightened to put her 
"plan" into action. 
Mrs. T. is very puzzled because she has no similar 
problems with her own children and gets along with them quite 
well. In every other way, Mr. and Mrs. T. have a very 
satisfying marriage, especially compared to their former 
marriages. Hers ended in a bitter divorce which left her 
lonely, rejected and feeling a failure as a woman. Mr. T's 
wife had been under long term psychiatric care until she 
overdosed on sleeping medication. Mrs. T. hopes that therapy 
will help her control, understand and accept herself better. 
( B) 2. Elaine is an 18 year old who became suddenly 
symptomatic after graduating high school and moving to another 
city. She became extremely agitated, began roaming the 
streets all night and was plagued by the feeling that she had 
done "something awful." She was aware of a periodic high 
pitched ringing in her ears which she took as a "signal" to 
stop whatever thoughts were on her mind at that moment. 
Whenever this "signal" came on, she would start reciting 
jingles or singing loudly to drown out and distract her 
thoughts. She would then insult herself for her "wrong and 
foolish" thinking and devise punishments to keep herself "in 
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line." She would dig her nails into her arm or hold her 
breath until she felt she could trust herself enough to resume 
thinking "correctly." She would assure herself by saying 
aloud -- "Now that's enough, Elaine, I hope you have learned 
your lesson." 
One afternoon as she was carting groceries home, she was 
struck by the thought that her parents were destroyed and 
their souls were gossiping about her. She felt compelled to 
take a train home that evening. She marched into her parents' 
living room, announced that she had been "born in the wrong 
era," threw her mother to the floor and began kicking her. 
Father subdued Elaine and was appalled at this disrespect and 
hostility for her mother, even if Elaine couldn't help 
herself. 
Mother stated that Elaine's "illness" seemed so sudden, 
yet Elaine had always been a perfectionist, lacked self 
confidence, and couldn't bear to not have things go her way. 
Mother said she always tried to teach Elaine that there were 
certain things at home not worth "having a rout about." 
Both parents said they would do anything for their 
children, yet Elaine constantly put her friends first and hurt 
them by never considering their feelings. Despite all their 
efforts, she constantly shut them out. In one sense, they 
were not completely surprised that her imagination finally 
"got the better of her." She always had few responsibilities 
at home, never had to work for money and perhaps had nothing 
better to do than dream up all kinds of thoughts. 
They also thought that if Elaine had any problem, it was 
that she was protected, cared for, and had too much love from 
them and her doting older brother. Mother said father was 
especially good to his "adorable little one" when he brought 
her so many gifts from his business trips around the world. 
Elaine's parents felt if she was too immature to make it 
on her own, she could admit it and come home. Yet she should 
come as a respectful person, not raging at the only people who 
would stick by her. Indeed, mother reported that her father 
called her several times a week after she moved, just to chat 
about news from home and to find out how she was doing. 
Father said he felt defeated and withdrew in sadness and 
disbelief when he saw Elaine behaving like this. He could not 
understand how such a thing could happen, especially to them, 
at a time when he thought everything would be smooth and 
settled. 
(B) 3. Jeff's mother has requested treatment for her son, 
age 15, whom she described as "unmanageable." He is being 
expelled from school because of poor grades, numerous 
absences, and unfinished assignments. His teachers feel he is 
bright, capable, and most engaging, but he is uncooperative 
and resists help. He often begins to make efforts to improve, 
but then invariably slips back again. His behavior around the 
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neighborhood has also been problematic. He gets into street 
fights, destroys public property and always seems to spend 
more money than he can reasonably account for. This latter 
problem has been a particular concern for Jeff's dad. 
Jeff is the oldest of three children and the only son. 
His parents were divorced three years ago after bitter 
fighting and disputed litigation including a custody 
disagreement. Mother reports that at home Jeff can be helpful 
and responsible. However, he will erupt and become 
provocative, especially when her boyfriend is due to come 
over. Jeff will taunt his siblings and then physically 
threaten his mother when she tries to intervene. Mother 
becomes so enraged and fearful that she has to call Jeff's 
father to restrain him and remove him from the house for a few 
days "cooling off." Eventually, Jeff will also provoke his 
dad by not cleaning up or stealing car keys or money. They 
inevitably wind up in a verbal battle, Jeff storms out and 
returns home. 
Mother says she is currently at her "wits end" in trying 
to handle Jeff. She feels that he was even troublesome as an 
inf ant and has remained a behavior problem since then. She is 
most discouraged that his dad is so ineffectual with him. 
( B) 4. Tim and Karen have been married for 8 years, but are 
currently concerned that their marriage may not last. Tim has 
recently gone through a radical change by entering a doctoral 
program in English Literature and losing a lot of weight. He 
claims that he is bored and detached from his wife and finds 
other women sexually attractive. He feels that all his life 
he was sheltered, catered to and naive and therefore "missed 
a lot," which he now needs to make up for. He feels badly for 
disrupting his marriage, wishes it were different, but has 
goals and needs that seem pressing to him. He feels as if 
something just suddenly clicked and he is a new man. Karen 
asks him about his work, and says that she is interested and 
knowledgeable enough to be helpful. Tim calls her intrusive 
and she resents being deliberately shut out. This whole 
change has surprised her because thy were in solid agreement 
when she said she would financially support him through 
school. She had seen it as a cooperative effort and never 
anticipated all his changes. She is also angry that he works 
late at school instead of bringing work home. The financial 
limitations have curtailed many of the things she likes to do 
like shopping for clothes or buying things for the house. 
Although she is furious that he has been so self 
concerned and hurtful to her since his radical "change," she 
remains tolerant by remembering better times from the past. 
Periodically, Karen is unable to remain tolerant and becomes 
depressed. At these times she is withdrawn and 
uncommunicative. Time worries about these depressions and tries 
to be helpful. Karen's depressions seem to be more frequent 
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recently. She feels she is too shy and performing less 
effectively at her job than ever before in her life. She is 
basically disgusted with herself. In addition, her 
grandmother was recently placed in a nursing home and she felt 
unable to comfort her mother. Tim, however, blames himself 
and feels guilty because he is using her for money while he 
feels pessimistic about their future together. He wishes 
Karen would stop being so tolerant and build a life of her 
own. Karen asserts that this seems unfair because she would 
like to be a librarian, but cannot afford to be in school when 
Tim is a student. They repeatedly argue about this and Karen 
usually throws off her wedding ring and storms out. 
A major difficulty for them is on the area of sexuality. 
They report that their sexual relationship was fine until they 
married. Suddenly, Karen lost all interest and their sexual 
relationship virtually ceased. Tim was very frustrated and 
perplexed but the couple never discussed the issue. Only 
recently he admitted that several years ago he had a fleeting 
affair and claimed that Karen's obliviousness to it only 
proved how little she knew him. In an attempt to improve the 
relationship, Karen has been making numerous sexual overtures. 
However, Tim says he can't feel sexual now that his emotions 
are not right. When she reaches out to him sexually, he 
rejects her and says it would be forced and artificial. 
(B) 5. Lee is a 35 year old, tall husky black male patient 
who says he has intense anxiety and feelings of worthlessness. 
He feels like a coward and has not achieved his goals in life. 
Basically, he is efficient as a supermarket employee, but has 
been afraid to advance. More importantly he has not married 
or had children which he feels is necessary to be a 
"successful African American male." 
Lee was hospitalized for the first time a year ago after 
a sudden onset of depression and anxiety during which he was 
terrified that he was "losing his mind." He recovered from 
the acute symptoms, but feels that since then, he has just not 
been himself. He has become increasingly serious, cries 
easily, and unable to hang out with guys at work. He avoids 
being with people socially because he is constantly burdened 
with his problems. He stays away from his family and friends 
to hide his intense anxiety and loneliness. 
While he used to be the "life of the party." he now 
retreats to his apartment and spends time with a girlfriend he 
had formerly "dropped." He says he doesn't find her 
particularly pretty or interesting, but her presence reduces 
his anxiety. They have a sexual relationship, but he is 
afraid she wants to marry him. He had loved and wanted to 
marry another woman, but she ended the relationship shortly 
after he was hospitalized. He feels weak and blames himself 
for not being enough of a man to keep her. He sees himself as 
a coward who avoids fights by begging people to back off and 
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not hurt him. Ever since his youth, his older brother would 
push him aside and deal with any danger or aggression from 
others. Lee was grateful, but at times felt overwhelmed with 
inferior and jealous feelings toward the brother. The only 
exception was about a year ago when his brother experienced a 
mental collapse which resembled an acute psychotic episode in 
which his brother tried to strangle his girlfriend. Lee 
subdued his brother. Although Lee was extremely shaken up by 
his brother's rage, he physically restrained his brother to 
protect the girlfriend. Lee reports that his brother was 
briefly hospitalized, got better, married the girlfriend and 
is back to being a strong individual. 
At this point in time, Lee has missed several days at 
work and fears he may lose his job. Upon a recommendation 
from his supervisor, Lee is seeking counseling to get "back 
on track". He would like to get rid of his anxiety and 
preoccupation with his depression. He hopes this will give 
him more confidence in both his work and personal 
relationships. 
(B) 6. Paul, age 18, has been hospitalized for a sudden 
"breakdown" during his second semester of college. He lost 
all interest in his studies and friends and felt completely 
unable to handle things or make decisions. He was unable to 
concentrate, felt that he was failing and falling terribly 
behind in his work. He also thought that his friends saw how 
different and weak he was in comparison to them. He became 
unable to sleep for nights on end or would wake up screaming 
and terrified in the middle of the night. He progressively 
deteriorated until he became obsessed with the notion that he 
"had to kill himself or the campus police would arrest him and 
publicly execute him as an example of what happens to fakes 
like him." Paul's dorm counselor spoke with his parents who 
felt it would be better if Paul left school and came home. 
His parents reported that at home Paul was very quiet. 
He liked to read a lot and spent hours looking through his 
telescope. However on occasion, Paul would brood, became 
obstinate and have impulsive outbursts in which he would 
scream uncontrollably and hit the walls with his fists. His 
mother reported that Paul always isolated himself and never 
displayed affection to family members. She was very happy and 
proud of Paul when he told her he got a scholarship to the 
university and would be studying "astronomy or astrology, 
something to do with the stars" . He was the first of her 
children to go to college which had been a dream of hers ever 
since she and her husband came from Mexico. However, she 
soon became worried about Paul because he was so far from 
home: she did not know that when he left he would be gone for 
four years. 
His father reported that Paul had always been different 
than his other children. He remembers Paul staying in and 
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reading all the time while his children were out playing. As 
he got older, Paul became interested in sports and went out 
with several girls in high school, "but he still persisted in 
reading science fiction books and playing on the computers at 
the school." When he graduated from high school his father 
thought Paul would settle down and get a job like his brothers 
and sisters. "instead, Paul wanted to keep going to school 
and take out loans when he did not have a job." His father 
feels that leaving school was best for his son. He had tried 
to tell Paul on the phone many times that college was a waste 
of time and money. "Paul should try to earn his money like the 
rest of the family, instead of trying to fit into that rich 
people school where he did not belong." His father wants Paul 
to stay home and help his brother Jose with his landscaping 
business. 
(B) 7. Lori is a 15 year old, Black female referred for 
treatment by the police. Recently, she has been involved in 
numerous petty crimes such as shoplifting , destroying public 
property and possessing small amounts of marijuana. Lori 
feels hateful toward her mother who is always "getting on her 
back about finishing high school and going to college". She 
reports that even though her grades are mostly C's, she tries 
her best her. Lori says it is very hard because her mother's 
standards are too high. She says her mother wants her to go 
to college, when she did not even finish high school. 
Lori does not care much for school. She states that the 
teachers are "dopes" who don't care about the students or what 
they want. Most of the teachers at her school don't even care 
if the students show up or not. They spend most of the time 
yelling instead of teaching. Lori feels that it is useless to 
even show up anymore, because "you don't learn anything" • She 
would like to become a hair stylist like her cousin, but her 
mother will not let her. 
Mrs. Porter feels that her daughter is not living up to 
her potential. She cannot understand Lori's recent criminal 
activity. Mrs. Porter reports that ever since Lori was young, 
she tried to keep her out of trouble and push her to study 
hard. She does not want Lori To be a single mother like 
herself, working two jobs while trying to support two children 
alone. Lori's mother feels her daughter can set higher career 
goals than working as a hair stylist. "She can do the things 
that I never could, the things I was not allowed to when I was 
her age". 
Lori recently stole money from a cash register and was 
picked up by the police. In order to keep Lori out of 
juvenile court, her mother has agreed to several probation 
conditions which include, therapy, a curfew, no excused school 
absences and no more episodes of stealing. If Lori does not 
comply with these conditions, her mother is to contact the 
probation officer. Mrs. Porter feels that Lori has enough 
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strikes against her: she hopes that the new rules will keep 
her on the right track towards achieving the goals that she 
has set for her daughter. 
(B) 8. Ed and Nancy have been married for five years. Ed 
contends that Nancy constantly nags him and does not listen 
to him. He threatens that if she continues, he will not be 
able stand it. Nancy believes that Ed does not let her voice 
her own opinion or make any family decisions. She reports 
that Ed just wants her to take care of the kids and make sure 
the house is kept in order. Ed states that he thought his 
marriage would be like his parents' marriage. He comes from 
a large Mexican family where his mother did not mind taking 
care of her children and husband. His brothers do not seem to 
have the same problems in their marriages. Ed does not 
understand why Nancy is worried about helping support the 
family. He reports that he has a great job, that they have 
wonderful children and a nice house, and that "Nancy has 
nothing to worry about except taking care of her family". Ed 
feels that he has done a good job as a husband and a provider 
just like his father raised him to be and cannot understand 
why Nancy has to be so difficult. 
Nancy reports that al though she values being a good 
mother and wife, she feels that she has been forced to give up 
her career. She has a college degree in accounting and feels 
she could handle working part time. Nancy claims that Ed and 
his family want her to be the "perfect housewife": they are 
very critical of her desires to pursue part-time work. She 
says "Ed's mother always tells me that the family comes 
first." Nancy states that she feels alienated and inadequate 
as a mother whenever they visit Ed's family. It seems to her 
like all his brother's wives like to talk about are babies. 
One of his sisters told Ed that "Nancy thinks she's better 
than us because she's white and too smart to be just a mother" 
Nancy states that she is fed up with this whole situation and 
does not know what to do. She feels that her marriage is very 
important, but also believes that she deserves the chance to 
pursue a career. Nancy hopes that if she and Ed had help in 
discussing their differences, they will be able to save their 
marriage. However, Ed is very pessimistic and states that he 




The following four cases are designed to explore the ways in 
which you think about clinical material. After reading each 
case you will be asked to give your formulation of the factors 
which created and/or perpetuate the presenting problems 
(symptoms). 
Instructions: 
l)Carefully read the case material. 
2)Answer the questions in order. Do not look ahead or change 
your answers once you have written them. 
3)Substantiate and illustrate your answers with specific 
material (behavior; verbal reports, etc.) directly from the 
case presentation. 
4) Try to answer in the space provided, but you may use the 
back to the pages if you need to. 
Thank you. 
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M-FCA VIGNETTE QUESTIONS 
Please use the back side of page when necessary. 
1. Provide your formulation of the factors which created 
and/or perpetuate the presenting problems (symptoms). 
2. Briefly identify aspects of this case that might 
facilitate your clinical work with this client. 
3. Briefly identify potential barriers you may encounter in 
working with this client. 


















M-FCA Vign~tte ro;rma:t 
Measure Culture Presenting Problem 
FORM A 
Vignette 1 White Depression 
Vignette 2 White Psychotic Symptoms 
Vignette 3 White Family Issues 
Vignette 4 White Marital Issues 
Vignette 5 Latin-Am. Depression 
Vignette 6 Latin-Am. Psychotic Symptoms 
Vignette 7 African-Am. Family Issues 
Vignette 8 African-Am. Marital Issues 
FORM B 
Vignette 1 White Depression 
Vignette 2 White Psychotic Symptoms 
Vignette 3 White Family Issues 
Vignette 4 White Marital Issues 
Vignette 5 African-Am. Depression 
Vignette 6 Latin-Am. Psychotic Symptoms 
Vignette 7 African-Am. Family Issues 
Vignette 8 Latin-Am. Marital Issues 
APPENDIX D 
EMPATHIC UNDERSTANDING SCALE 
Instructions: 
Below are excerpts of six interactions with a person who has 
come to you seeking advice or assistance. Please write down 
exactly what you would say in response to them. Do each of 
the scenarios independently without relating your response to 
a prior scenario. Remember, in formulating your responses, 
keep in mind those things that the helpee can use effectively 
in his/her own life. 
Scenario 1: 
Helpee: I don't know if I am right or wrong feeling the way I 
do, but I find myself withdrawing from people. I don't seem 
to socialize and play their stupid little games anymore. I 
get upset and come home depressed and have headaches. It 
seems all so superficial. There was a time when I used to get 
along with everybody. Everybody said, "Isn't she wonderful. 
She gets along with everybody. Everybody likes her." I used 
to think that was something to be really proud of, but that 
was who I was at that time. I had no depth. I was what the 
crowd wanted me to be- the particular group I was with. 
Scenario 2: 
Helpee: Gee, those people! Who do they think they are? I 
just can't stand interacting with them anymore. Just a bunch 
of phonies. They leave me so frustrated. They make me so 
anxious; I get angry with myself. I don't even want to be 
bothered with them anymore. I wish I could just be honest 
with them and tell them to go to hell! But guess I just 




Helpee: I finally found somebody I really can get along with. 
There is no pretentiousness about them at all. They are real, 
and they understand me. I can be myself with them. I don't 
have to worry about what I say and that they might take me 
wrong, because I do sometimes say things that don't come out 
the way I want them to. I don't have to worry that they are 
going to criticize me. They are just marvelous people! I 
just can't wait to be with them. For once, I actually enjoy 
going out and interacting. I didn't think I could ever find 
people like this again. I can really be myself. It's such a 
wonderful feeling not to have people criticizing you for 
everything you say that doesn't agree with them. They are 
warm and understanding, and I just love them. It's just 
marvelous! 
Scenario 4: 
Helpee: Gee, I'm so disappointed. I thought we could get 
along together, and you could help me. We don't seem to be 
getting anywhere. You don't understand me. you don't know 
I'm here. I don't even think you care for me. You don't hear 
me when I talk. You seem to somewhere else. Your responses 
are independent of anything I have to say. I don't know where 
to turn. I'm just so- doggone it-I don't know what I'm going 
to do, but I know you can't help me. There just is no hope. 
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Scenario 5: 
Helpee: Who do you think you are? You call yourself a 
therapist! Damn, here I am spilling my guts out, and all you 
do is look at the clock. You don't hear what I say. Your 
responses are not attuned to what I am saying. I never heard 
of such therapy. You are supposed to be helping me. You are 
so wrapped up in your own world you don't hear a thing I'm 
saying. You don't give me the time. The minute the hour is 
up, you push me out the door whether I have something to say 
or not. I -ah- it makes me so God damn mad! 
Scenario 6: 
Helpee: I'm so thrilled to have found a counselor like you. 
I didn't know any existed. You seem to understand me so well. 
It's just great! I feel like I'm coming alive again. I have 
not felt like this in so long. 
APPENDIX E 
THERAPIST DEMOGRAPHIC INFORMATION SHEET 
ID 
Date 
I. Therapist Demographic Information (Answer all that apply 
to you.) 
1. Age 
2. Gender (circle) Female Male 
3. Highest educational degree earned 
4. Educational degree currently pursuing~~~~-
5. Current occupation 
6. Current occupation pursuing (identify if different from 
#5 above) 
7. Years of Psychotherapy practice~~~~~ 
8. Years of Marriage and Family Practice ~~~~-
9. How do you define yourself ethnically? 
10. How do you define yourself racially? 
11. Check all boxes that describe you: 
A. Individual Status B. Child(ren) status 
_ Single I have no children. 
_Living with partner I have young child(ren). 
Married I have(an) adolescent(s). 
Widowed I have adult child(ren) 
_ Divorced 
_ Remarried 
12. Information on Spouse/Partner 
A. Highest educational degree earned 
B. Occupation 
13. Information on Father 
A. Highest educational degree earned 
B. Occupation 
14. Information on Mother 
A. Highest educational degree earned 
B. occupation 
II. service Delivery Information (Answer if applicable.) 
1. Check approximate number of current cases. 
Less than 5 30 - 40 
5 - 10 More that 40 
10 - 20 
20 - 30 
139 
140 
2. Indicate current percentage of cases involving the 






Other groups (include foreign nationals) 
(specify) _____ _ 
III. Therapist Characteristics 




Experimental (including Gestalt) 
Psychodynamic (including Object Relations, 
Self psychology. 
Undecided 
Other (Specify ) 
2. Identify 3 of your strengths as a (potential) 
therapist. 
3. Identify 3 weaknesses/blind spots of yours as a 
(potential) therapist. 
APPENDIX F 
MEANS AND CORRELATION TABLES 
Table Fl 
Pre-test Means. Standard Deviations and Grouped t-test 
Analyses for MC Awareness, Knowledge, Skills and Supplemental 
Knowledge Subscale Scores as a Function of Training Group 
Variables M .s.Q. :t 
Awareness Scale 
MC Training 2.76 .15 .108 
Control 2.68 .1a 
Knowledge Scale 
MC Training 2.61 .24 .573 
Control 2.66 .36 
Skills Scale 
MC Training 2.37 ,45 .623 
Control 2.45 .so 
Supplemental Knowledge 
MC Training 30.95 4.68 .408 




Pre-test Means. Standard Deviations and Grouped t-test 
Analyses for MC Variable Identification. Quality and Clinical 
Relevance Subscale Scores as a Function of Culture and Group 
Variables 




































































Pre-test Means. Standard peviations and Grouped t-test 
Analyses for Component Structure. Interpersonal Focus and 








































































Pre-test Means. Standard Deviations and Grouped t-test 
Analyses for Empathic Understanding Scores as a Function of 
Group 
M 
MC Training 2.13 .56 .812 
Control 2.08 .69 
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Table F5 
Means, Standa~d Qeviations snd G~Qu~ed t-tests f Qr P~etest M-
fCA MC Varisble Id~ntitiQstiQD SY.b§Qal~ b:y: Form (A 
Vignette Type(Form) M fil2 
1. WH\D (A) .47 .62 
WH\D (B) .50 .72 
2. WH\PS (A) .47 .62 
WH\PS (B) .50 .93 
3. WH\FI (A) .29 .14 
WH\FI (B) .83 1.04 
4. WH\MI (A) .53 .72 
WH\MI (B) .33 .82 
5. LA\D (A) .64 .79 
AA\D (B) 1.58 1.18 
6. LA\PS (A) 1.12 1.21 
LA\PS (B) 1.63 1.21 
7. AA\FI (A) 1.35 1.06 
AA\FI (B) 1.17 1. 58 
8. AA\MI (A) .71 .77 
LA\MI (B) .92 1.10 
Note. WH = White; LA = Latin-Americans; 
AA = African-Americans. D = Depression; 
PS = Psychotic Symptoms; FI = Family Issues; 
MI = Marital Issues 













Mesns, St9ndarg Devistions gild GroyR~d t-t~§tS f Qr P;r;::~t~s:t M-
F~A M~ Quslit~ SYbscgle b~ FQ~m (A vs! ~) 
Vignette Type(Form) SD 
1. WH\D (A) .41 .51 
WH\D (B) .42 .58 
2. WH\PS (A) .59 1.00 
WH\PS (B) .38 .58 
3. WH\FI (A) .24 .44 
WH\FI (B) .50 .51 
4. WH\MI (A) .47 .62 
WH\MI (B) .21 .51 
5. LA\D (A) .47 .51 
AA\D (B) .88 .44 
6. LA\PS (A) .76 .90 
LA\PS (B) 1.16 1. 05 
7. AA\FI (A) 1.00 .79 
AA\FI (B) .54 .72 
8. AA\MI (A) .53 .62 
LA\MI (B) .67 .76 
Note. WH = White; LA = Latin-Americans; 
AA = African-Americans. D = Depression; 
PS = Psychotic Symptoms; FI = Family Issues; 
MI = Marital Issues 












Meam.21 stangara OeYi§ti2n§ Ana Gc2Y~~g t-t~§t~ !Qr fret~§t M-
f~A MC CliDiQal B~l~yang~ SY~~~~l~ b:i lQt:m (A Yfiii1 
Vignette Type(Form) H 
1. WH\D (A) .59 .87 
WH\D (B) .54 .87 
2. WH\PS (A) .59 .87 
WH\PS (B) • :2 9 .46 
3. WH\FI (A) .24 .44 
WH\FI (B) .42 .50 
4. WH\MI (A) .41 .51 
WH\MI (B) .21 .51 
5. LA\D (A) .53 .62 
AA\D (B) .96 .62 
6. LA\PS (A) .71 .92 
LA\PS(B) 1. 33 1.24 
7. AA\FI (A) 1.12 .99 
AA\FI (B) .SB .88 
8. AA\MI (A) .47 .51 
LA\MI (B) .62 .87 
Note. WH = White; LA = Latin-Americans; 
AA = African-Americans. D = Depression; 
PS = Psychotic Symptoms; FI = Family Issues; 
MI = Marital Issues 












Means. Standard Deviations and Grouped t-tests for Pretest M-
FCA Component Structure Subscale by Form CA vs. Bl 
Vignette Type(Form) 
1. WH\D (A) 
WH\D (B) 
2. WH\PS (A) 
WH\PS (B) 
3. WH\FI (A) 
WH\FI (B) 
4. WH\MI (A) 
WH\MI (B) 
5. LA\D (A) 
AA\D (B) 
6. LA\PS (A) 
LA\PS (B) 
7. AA\FI (A) 
AA\FI (B) 


































Note. WH = White; LA = Latin-Americans; 
AA = African-Americans. D = Depression; 
PS = Psychotic Symptoms; FI = Family Issues; 
MI = Marital Issues 











Means, Standard Deviations and Grouped t-tests for Pretest M-
FCA Interpersonal Focus Subscale by Form CA vs. Bl 
Vignette Type(Form) 
1. WH\D (A) 
WH\D (B) 
2. WH\PS (A) 
WH\PS (B) 
3. WH\FI (A) 
WH\FI (B) 
4. WH\MI (A) 
WH\MI (B) 
5. LA\D (A) 
AA\D (B) 
6. LA\PS (A) 
LA\PS (B) 
7. AA\FI (A) 
AA\FI (B) 


































Note. WH = White; LA = Latin-Americans; 
AA = African-Americans. D = Depression; 
PS = Psychotic Symptoms; FI = Family Issues; 
MI = Marital Issues 











Means, Standard Deviations and Grouped t-tests for Pretest M-
FCA System Membership Subscale by Form CA vs. Bl 
Vignette Type(Form) 
1. WH\D (A) 
WH\D (B) 
2. WH\PS (A) 
WH\PS (B) 
3. WH\FI (A) 
WH\FI (B) 
4. WH\MI (A) 
WH\MI (B) 
5. LA\D (A) 
AA\D (B) 
6. LA\PS (A) 
LA\PS (B) 
7. AA\FI (A) 
AA\FI (B) 


































Note. WH = White; LA = Latin-Americans; 
AA = African-Americans. D = Depression; 
PS = Psychotic Symptoms; FI = Family Issues; 
MI = Marital Issues 
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